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B. Five Year Needs Assessment

1. Process for Conducting the Needs Assessment

A. Methodology

TheState'sneedsassessment processwasconductedin amulti-faceted manner.Preventive and
primarycareservices for pregnantwomen,mothers,andinfants, andchildren wereassessed by:
1) reviewingexisting reports andsurveys;2) a carefulexaminationof data; and3) discussions
amongboth professionalandcommunity leadersandgroups.A SteeringCommitteewas
establishedfor theMaternalandChild Health(MCH) component.Theneedsassessmentfor
MCH hadbeeninitiatedwith theevaluation of Delaware’sSmartStartand Kids Kareprograms.
Eventhoughtheneedsassessment is requiredevery five years,theassessmenthas been ongoing
andcontinuous.Themajorneedsassessmentprocess occurredoverthepastyearthroughthe
State’sfocusonMCH services asa result of Delaware’sInfantMortality Task Force.

For theChildrenwith Special Health CareNeeds(CSHCN) component, theCoordinating
Councilfor Childrenwith Disabilities (CCCD)was theadvisorygroup.Theneedsassessment
process for CSHCN wasinitiated by aworkingagreementin 2004with theCompCareteamof
HealthSystemsResearch, Inc. Theobjectives of theproject wereto assessrelationshipsamong
agenciesand institutionswhichprovided services to CSHCN, to identify gapsor shortcomings,
andto promotebetter collaborationamongtheserviceagencies and thestatesystems. This
councilsubmittedtheir recommendationsto theMCH SteeringCommittee.

Reviewof theneedsassessment for MCH washeldduringtheMCH SteeringCommittee
meetingsoverthepastfive years; duringthenumerousIMTF meetingsandsubcommittee
meetingsfrom August,2004to thecurrenttime, andduringtheCoordinatingCouncil for
Childrenwith Disabilitiesoverthepast four years.

B. CSHCN Needs Assessment Process

TheSteeringCommittee for CSHCNis theCoordinatingCouncilfor Childrenfor Disabilities
consistsof over40agency representativesandotherpersonsincludingparents;physicians;
nurses; social workers; serviceproviders; representativesfrom theDivision of PublicHealth,
Division of MentalRetardation, Division of ManagementServices, and theDivisionof Social
Services(Medicaid),in theDepartmentof Healthand Social Services;Divisionof MentalHealth
in theDepartmentfor Children, Youth,andtheir Families;Departmentof Education;DuPont
hospitalfor Children;University of Delaware; Marchof Dimes;InteragencyCoordinating
Council; homevisiting agencies;Family Voicesandother private andpublic agencies.

TheChildrenwith Special Health CareNeedspopulationis inclusiveof childrenwith varying
levelsof careandservices. Children with special health careneedswho residein Delaware
receivecareandservicesfrom numerousprogramsandagencies. It wasdifficult to identify and
assessthehealthcareneedsof all Delaware’sspecial healthcareneedschildrensincethereis no
oneprogramthatmaintainsacomprehensivedatabase.Theneedsassessment processwas
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initiatedafter theendof thelast full five yearneedsassessment process.As acontinuing
process, theissuesfoundto besignificant werecontinued.

Thestate’sCSHCN needsassessment processstartedwith a technicalassistancerequest from the
MCH Bureaufor Comp Careof HealthSystemsResearch,Inc.
Representativesfrom theDelawareCoordinating Council for Childrenwith Disabilitiescame
togetheron30April 2002, to exploreways to strengthenthecoordinationof servicesfor children
with specialhealthcareneeds(CSHCN) over threeyears of age. Discussionsindicatedthat
while therewasanarrayof services, theywerenot readily availableor easily accessible
throughouttheState. Alsoof concernwasthelackof knowledgeon thepartof bothproviders
andfamilies of currentlyavailableservicesmakingcoordinationof carefor CSHCNdifficult

As a result of theconsensusobtained at thestakeholdersmeeting, theDepartmentof Healthand
HumanServicesrequestedassistance from theCompCaretechnicalassistanceinitiative to
strengthenthecoordinationof servicesfor this populationgroupby promotingcollaborative
relationshipsbetweenthekeyagencies/programsthatprovideservicesfor CSHCN. These
collaborative relationshipswouldhelp to ensurethatcomprehensivequality services were
availableincludingmechanismsthat would facilitateseamlesstransitioning from oneage-
specific programto thenext.

To betterunderstandhow to improvethecoordination of servicesfor CSHCNages3-21, it was
necessary to first identify key agencies currentlyprovidingservicesfor childrenandidentify the
activitiestheyconducted.Telephoneandon-siteinterviewswith keystaff from theidentified
agencies,programs,existingcouncils, taskforcegroupsandcommitteesorganizedto address
issuesrelatedto CSHCN wereused to gather informationabouttheir respectivesystems, goals,
programs,servicesandactivities. In addition, intervieweeswereaskedto describetheiroutreach
activities andmechanismsin placefor coordinationwith other programsandsystems.

Fourfocusgroupswereplannedwith parentsof CSHCNto obtaininformation regarding their
perceptionsof thestrengthsor thecurrent CSHCNsystemsand their recommendations for
improvement.Theinformationgathered wasthento beanalyzedto determinefragmentation,
duplication,gapsin transitions,and unmetneedsin theprovision of servicesto CSHCN. These
findingswereto becompiled into a report, which wasto besharedwith CSHCNstakeholders
andusedto determinenext stepsin thedevelopmentof anactionplan to improvethe
coordination of servicesfor CSHCN for childrenoverthreeyearsof age.

C. Early Intervention Needs Assessment

TheDelawareDivision of Public Health is therecipientof anEarlyChildhoodComprehensive
Services(ECCS)grant awardedby theFederal MaternalChild Health Bureau(MCHB). The
overallgoalof this initiative is to strengthentheState’s earlychildhoodsystem of servicesfor
youngchildren,birth to five, andtheir families.In aneffort to assesstheneedsof families
centeredon theECCScritical componentsof healthcare,social-emotionaldevelopment, early
careand education,family supports andparenteducation,DPHconducted10statewidefocus
groupsof familieswith children, birth to agefive, in June,2004with theassistanceof Health
SystemsResearch.Thespecific objectivesof thefocusgroupswere:
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• Assesstheexperiencesof families in accessingearly childhoodresourcesand
servicesparticularlyhealth care, child care,child developmentservices,parent
educationandfamily support;

• Identify avenuesof support used by parentsof youngchildrenandtheirperceptions
of theadequacyof thesupportsavailable to them;and

• Obtain recommendationsfrom parentsfor improvingtheway information is provided
andfor improvingtheresources andservicesthatareavailable.

Tenfocusgroupswereconductedin all; two groupswere conductedin Spanish.Sixty-one
parentsand/orguardiansparticipated, includingfathers andgrandparentswhoaretheprimary
caretakers of youngchildren.Thegroupparticipantsrepresentedadiverserangeof backgrounds
andexperiences.

D. MCH Steering Committee Needs Assessment Process

TheMCH SteeringCommitteeconsistedof variousmembersfrom theDivision of Public Health,
Medicaid,theDepartment of Education, theDivision of Child MentalHealth, WIC, andthe
Departmentof Children, Youthandtheir Familiesandaparent/consumer. Membersincludedthe
Northern andSouthernClinic Managers andstaff. Thefinal NeedsAssessmentreport wasshared
with all themembersand their respectiveagencies/programs.Additionally, aftersubmission of
theMCH Block grantthedocument will besharedwith avarietyof agencies and councils
including theInteragency CoordinatingCouncil,theInterim Committeeof theInfantMortality
TaskForce(IMTF), theinternal Steering Committeefor theIMTF andothersasappropriate.Of
noteis thatthemembershipof theMCH Steering Committeehasremained constantover the
years. Thepresenceof thesamecoreactiveparticipantshasenhancedtheneedsassessment
process.

TheSteeringCommittee initially reviewedthepurposeof having thespecificTitle V indicators
especiallyrelatedto theNational andStatePerformancemeasures. Thedataforms from the
MCH Block grantprovided abasisto determineprogessandtrendsbothpositive andnegative.
All otherrelevantdataand informationwasusedasback upandexplanationfor thespecific
measures.Thepyramidof services was introducedto comparewhatwascurrently in places
existingsupport, resources andactivitiesfor directhealthservices,enablingservices,
population-basedservicesand infrastructure-buildingservices.
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DIRECT
HEALTH CARE

SERVICES:
(GAP FILLING)

BasicHealth Services,Oral
Health,Specialty Servicesfor
Childrenwith Special Health
CareNeeds,School Based
HealthCenter Services,Family
Planning,Preschool Diagnostic
Development Nursery(PDDN)

ENABLING SERVICES:

Translation, Outreach,HealthEducation,
FamilySupport Services,Case
Management,Coordinationwith
Medicaid, SmartStart,WIC, Education,
KidsKare,Child Development Watch,
SIDS Support

POPULATION-BASED SERVICES:

NewbornScreening, LeadScreening,
Immunization,School-Based Health
Centers,Injury Prevention,Nutrition,
Outreach/PublicEducation, HomeVisiting
Program,CoveringKids, Emergency
MedicalServicesfor Children

INFRASTRUCTURE BUILDING SERVICES:

NeedsAssessment,Evaluation, Planning, Policy
Development,Coordination, Qualit y Assurance, Standards
Development,MonitoringTraining, Systems of Care,
InformationSystems,Supportfor Perinatal Board,Support
for Child Death ReviewCommittee,Universal Newborn
HearingScreening,Medical HomeInitiative, RespiteCare
Team
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Thecapacityto meet theseneedsthroughtheMCH Block Grant fundingalonewas necessarily
determinedto be insufficient. The real capacity to meet the needsin the pyramid of services is
found in theextensiveand intensivepartnershipsandcoalitions in Delaware.

Priority areaswereselectedby a two stepprocess.First, the CoordinatingCouncil for Children
with Disabilities conducted a similar review of the pyramid of services with input from topic
driven reports on issues relatedto CSHCN.The Council itself had reviewed the seven national
goalsfor CSHCN,the stateCSHCN plan, the SLAITS survey resultsspecific to Delaware, and
other related reports both state and national. In determination of priorities, the CCCD then
reviewedquantitativedatato threetopic areasof focus:respitescareservices,transitionservices
for young adults with special needs,and motorvehiclecrashes.TheCCCD submittedtheresults
of their discussionsto the MCH Steering Committee. Threenew stateperformance measures
were negotiated at the meetings.The Council composed measures to be specific and time
framed,basedin hard data consistentlycollected, and that were connectedto Healthy People
2010objectives.

Secondly,theMCH Steering Committee,which includedthreemembersof theCCCD, reviewed
the threeproposednew state performancemeasures during their needs assessmentprocess. The
MCH SteeringCommitteeidentified and reviewedtheactivities that addressedthepriority areas
including thoselistedin Figures 4aand4b of theblock grantasrelatedto eachstateandnational
performancemeasure.

The formal collaboration process as described above included both the MCH Steering
Committee andtheCCCD asan advisorygroup.Theprocesswas enhanced asmostif not all of
the participantswere also active with the ongoing Infant Mortality Task Force (IMTF). The
IMTF wasestablishedby theGovernor with thefollowing goals:

� Defining theinfantmortalitystatusof Delawareas comparedto thenationandtheregion.
� Defining thedisparitiesamongracesrelatedto infantmortality anddeterminingthereasons

for theincreasingdisparity gaps.
� Identifying risk factorsandunderlying etiologieswhenpossible.
� Reviewing scientificliteraturewith thepurposeof determining risk factorsfor infant

mortalityandbestpractices for preventionandintervention.
� Determining andassessing theimpactof relevant risk factors.
� Increasingawarenessof thescopeof theproblemamonggovernment officials, medical

professionals,andthepublic.
� Improvingcoordinationbetweenandamongpublicandprivatesector agencies.
� Recommendingcritical changesto theprofile of, operationsof, andsupportof theDelaware

PerinatalBoard.
� Identifyingareasrequiring additionalresearchand education.

Theresults of the“Infant Mortality Task Force” havebeenfinalizedwith thereport andits
recommendationsforwarded to theGovernor. TheInfant Mortality Task Forcewasmandated to
developbroad-basedrecommendationsfor thereductionof infantmortality in thestateof
Delaware. Therecommendationshavebeenbaseduponscientific evidence,defined
partnerships,expected contributions,timelines, review,andevaluation.Theserecommendations
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encompassbut arenot limited to chargesto business,community,education,communitiesof
faith, providers,insurers,andthegovernment.

It becameobviousthat theIMTF from thebeginningwasnot only lookingat mortalityand
morbidity, but alsoall aspectsof maternal andchild healthservicesin Delaware.Thefive
subcommitteesoversevenmonthsconducted a reviewof all data,reports,scientific research and
bestpracticesasrelatedto interventions,prevention,systemsof careanddisparities.TheIMTF
andits subcommittees werestaffedby publichealth facilitatorsandMCH subjectmatterexperts.
Because of the intensity and importance of the process, the entire IMTF Final Report with
its recommendations is attached. The initial process of the IMTF was through a concept
mapping methodology. Consumer input washeavilyconsideredform thebeginning.Comments
from over1200consumers throughtheconceptmappingprocess were acceptedthrougha
websiteestablishedsolely for thatpurpose.Thefinal recommendationswereasynthesisof
informationanddatapresentedin a formatrequiringactionssteps, startdatesfor each
recommendation,intendedimpact, agency responsibility,andfiscal implications.The
improvementof maternal andchild health servicesis a threeyearplan. Thefinal reportalso
includesstoriesgathered form mothers andtheir familiesaboutreal life experiences.

Delaware is a small stateandconcernswereraisedthat citizensnot beoversurveyed.For these
reasons andcostfactors,primary data wasnot gathered particularly for this grantapplication and
needsassessment. Surveys that were already completed or in the planningstageswere utilized
suchas the respitesurvey, and provider surveys.Communityneedsassessmentsalso played a
major role in determiningstate priorities. DatausedincludedVital StatisticsReports;Hospital
Discharge Data; Youth Risk Factor Behavior Survey (YRBS); Behavioral Risk Factor
Surveillance survey(BRFSS);NewbornScreening Data; Division of StatePolice; Reportable
Disease Data; and School Based Health Center data. The State also reviewed the Needs
AssessmentIndicatorsaswell, and incorporatedthis information into theoverall plan.

E. Strengths and Weaknesses of the Needs Assessment

Becauseof thecomplexityof theneedsassessmentprocessandthecompetingneedsof thetarget
populations,Delawarecouldnot feasibly cycle through thephasesfrom analysisto the
monitoring of progressof theperformancemeasuresin aconsistent manner.As discussedin the
AnnualReport, Delaware’s Title V programcontinues to facesomespecific difficulties for
implementingprogrammaticchangesdueto mostof thefundsare tiedup in personnelallocation.
This at timesdetermines andat timesconstrictsprogramimplementation.

Thestrength of theprocessincludedanoftenparallelsystemof reviewof specific target
populationsby theNCH Steering Committee, theCCCD, theEarlyChildhoodComprehensive
SystemsSteeringCommittee,and theIMTF andits subcommittees. As alreadystated,an
additional strengthis thatgivenDelawareis asmallstatemostif not all of theparticipantsof the
MCH SteeringCommitteeand theCCCD werealsomembers of theIMTF. Staffingfor all three
wasprovidedby personnel of theMCH program.
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Theprocessfor theinitial technical assistancewith HealthSystemsResearchexcitedthe
CoordinatingCouncilfor Children with Disabilitiesbut theoutcomewasdisappointing.A report
is still pendingfrom HSRbased upontheir contacts anddiscussionswith all thekeyproviders of
service to CSHCN.Thefocusgroupswerenevercompleteddueto amultitudeof reasons.A
recentletterwassentto HSR but asyet theCCCDhasnot receiveda response.

Howeverotherissues thataroseout of thelast five yearneedsassessmenthavebeenaddressed
andreviewedby theCCCDas part of anongoingneedsassessment.Oneof themajor issueswas
theapparentneedfor respitecareservices.A respitecare teamhas beeninvestigating theissue
overtheyearsandadraft final reportdelineatingtheneedshasbeecompleted. In addition the
issueof transition from youngadultto adulthealthandsocialserviceshasbeena focusof
investigationthroughtheCCCD and theaseparateTransitionCommitteeof which theMCH
DirectorandDirectorof CSHCN havebeenactiveparticipantsovertheyears.

As hasbeen discussed in theAnnualReport,Delaware’sTitle V program facessomespecific
diff icultiesin implementingprogrammaticchangesbecausemostof theavailablefundsaretied
up in personnel allocation, which by its nature,determinesandsometimesconstrictsprogram
implementation. Nevertheless,despitetheseinhibiting factors,thestateis ableto make
incrementalprogramchanges basedon identified needsthroughpartnershipsandcoalitions
whereMCH andCSHCN are at thetable.

Finally, aweaknessof theprocesswasthelack of a rigid systemto determinethe“capacity”of
theMCH program. Technicalassistancehasbeenrequested for this issuein Delaware’sAnnual
Report.

2. Needs Assessment Partnership Building and Collaboration

As the basis of Delaware’s pyramid of services, Infrastructurebuilding is prominent. The
methods used to build and enhancepartnershipsbetween and among MCH programs in
Delaware areincluded in this section as well as in thesection that follows labeled “Infrastructure
Building Services”for the total MCH population.TheMCH programworks in partnershipwith
all of thefollowing:

1. Delaware Health Care Commission
TheDelawareHealthCareCommissionis anindependentpublicbodythatreportsdirectly to
theGovernorandtheGeneral Assembly. It was establishedby theGeneral Assembly in
1990to developa “pathway to basic, affordable healthcarefor all Delawareans”.Serving on
theCommissionaretheSecretariesof Finance,HealthandSocial Services, Children,Youth
andtheirFamilies,theInsuranceCommissioner andsix privatecitizensappointedby the
Governor,theSpeakerof theHouseandthePresidentPro-Temporeof theSenate.The
Commissionhasadministrative jurisdiction overtheDelaware Instituteof MedicalEducation
andResearch,which allowsJeffersonMedicalCollegeto functionasDelaware’smedical
school andovertheDelawareHealthInformation Network,whichpromotesanintegrated
healthinformationnetwork. TheLt. GovernorservesastheChair.
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TheHealthCareCommissionhasfocusedonseveral initiativesdesignedto increaseaccess
to healthcarefor uninsured andunderservedDelawareans, includingtheCommunity
HealthcareAccessProgram, theStatePlanningProgram,andananalysisof thesafetynet in
Delaware. TheHealthCareCommissionalsoconvened a committeearound mental health
issuesandpublished‘TheCommitteeonMentalHealthIssuesFinal Report.’

2. Delaware Medicaid Office
TheDelawareMedicaidOffice is administeredby theDivision of SocialServices.Under
Delaware’sMedicaidprogramthereare two MedicaidManagedCareOrganizations(MCOs)
andDelawareHealthyChildren Program (DHCP),Delaware’s SCHIPprogram. Underthe
Medicaid managedcareplan,Delaware residentschosebetween theDiamondStatePartners,
establishedin 2003and managedby thestateMedicaidoffice, or DelawarePhysiciansCare
HealthPlan,established in 2004andmanagedby Schaller Andersonof Delaware,
Incorporated.BothManagedCareOrganizationsoffer identicalMedicaidbenefit packages.
DPHworkscloselywith DE Medicaidonavariety of issues,includingaccessto health care
coverageandmedicalhomesfor all children,includingthosewith specialhealth careneeds,
andpregnantwomen,oral healthaccess,prenatal careaccess,Child DevelopmentWatch
operations,andearly childhoodsystemsdevelopment. To date,139,187Delawareresidents
receiveMedicaid servicesand10,825children arecurrentlyenrolled in theDHCP program.

3. Delmarva Health Initiative
Fourcommunity partners,includingthreehospitalsystems(BeebeHospital,Bayhealth,and
Nanticoke)andtheDivision of PublicHealth Office of PrimaryCare,have joinedforcesto
identify thosewithout a medical homeandto provideinformationto helpthemto access
services.This partnershipis responsiblefor developingand implementingtheRural Health
Plan.

4. Department of Education (DOE)
TheDelawareHealthandSocialServices,andtheDepartmentof Educationwork
collaboratively to develop programspromotingthehealthof childrenin Delaware.Examples
includethedeliveryof EPSDTservicesin theschoolsettingandin providingsupportfor
School-BasedHealthCenters. TheDepartment of Educationinitiated aCoordinatedSchool
HealthCoalition in 1999thatincludes severalcommissionsor task forces,baseduponthe
CDC CoordinatedSchoolHealthModel which includeDPHparticipation. Currentlythere
are threecommissions:Health Education,HealthServices, andPhysical Education. Future
commissionswil l includeNutrition Services,SchoolClimate, Staff Wellness,and
CounselingServices.Thusfar standardshavebeendevelopedfor healtheducationthat can
beusedin othercurriculasuchas readingor socialstudies. TheCoordinatedSchoolHealth
ProgramTeamis composed of avarietyof healthandeducationrelatedagencies,private,and
public includingparents. Theyrecruited schoolapplicantsto participatein aneeds
assessmentof healthneedsin their respectiveschools.Af ter identifying thespecific needs,
plansweredevelopedto targetthoseneeds.TheDepartment of Education(DOE) has also
collaboratedwith DHSSin developmentof thePartC earlyinterventionefforts. Staff are
alsohousedandincorporated into theCDW teamandserveasliaisonsfor transitionand
Individualswith DisabilitiesEducation Act (IDEA B andC) issues. This yeartheOfficeof
HealthServices,DOE, in partnershipwith theDPH to providetrainingto schoolnurses on
teenpregnancyprevention, leadpoisoning,tuberculosis, immunizations,andpublichealth
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resources. Delawarehas acomprehensivesystemof school nurses,with onein eachschool
andmostprivateschools. There areover 300full andpart timeschool nursesin Delaware
thatservestudentsin public andprivateschools.TheDepartment of Educationandthe
Division of PublicHealth havealso in partnership, to providetrainingto theschoolnurses on
bio-terrorism andemergencypreparedness.

5. DOE Head Start Collaboration Office
TheDOE-HeadStart StateCollaborationOffice andtheDivision of PublicHealthhave also
partneredundertheHealthyChild CareAmerica andECCSprojectsto pilot thePartners in
Excellence:PromotingSocial andEmotionalCompetencies in YoungChildren (PIE)project
in 15HeadStarts,ECAPsandchild carecentersstatewide.Thepurposewill beto develop
andutili zeevidence-basedsocial-emotional classroomstrategiesto promoteresiliency and
fosterappropriatesocial-emotional well -beingin youngchildren.

6. Department of Health and Social Services (DHSS) Division for Aging and Adults with
Physical Disabilities
This Divisionhasthelead for Traumatic Brain Injury issuesin thestate. TheCSHCN
Directorworkscloselywith theDivision to ensurethattheneedsof childrenareaddressed.
DPHhasalsoworkedwith this divisiononavarietyof initiativesfor olderwomen.Although
theDivision for Aging andAdultswith Physical Disabilities maintainstheleadfor theadult
TBI issuesin thestate, theDivision of PublicHealth, CSHCN,is working througha
Subcommitteeof theCouncil for Personwith Disabilitiesto addressthepediatric TBI/ABI
issues. TheDivision for Aging and Adultswith Physical Disabilitieshasgainedapprovedfor
aTraumaticBrain Injury Medicaidwaiver for theadultpopulation.

7. Department of Health and Social Services (DHSS) Division of Social Services Child
Care Office
TheDivision of SocialServices,Child CareOffice managesthechild careservicesto
supportfamilieswith youngchildrento enablethecaretaker to holda job, obtaintrainingor
meetspecialneedsof thechild. Child caremayalsobeprovidedin child abusecasesto help
protectthechild. Theserviceis available for childrenfrom infancy throughtwelve yearsof
age.DSSdetermineseligibilit y basedon theneedfor serviceandincome.Theincomelimit
is currentlysetat 200%of theFederal PovertyLevel (FPL). DPH andDSS-Child Care
Officehavepartnered to ensurethat health andsafety standardsin all licensedchild care
centers andhomestatewideareimprovedthroughtraining,technicalassistanceand
regulations.TheDSS-Child CareOffice is assistingDPHwith fundingto supportthe
statewidenetworkof child carehealthconsultants in thecomingfiscal year.

8. DHSS Division of Developmental Disabilities Services (DDDS)
Division of Developmental Disabilities Services(DDDS), DPHcollaborateswith DDDS on
Traumatic Brain Injury issues,respitecare,andChild DevelopmentWatchoperations.The
DDDS providesanarrayof services for individuals with mental retardationandother
specific developmentaldisabilitiesand their families, whomeet eligibilit y criteria. This
agencyis currentlypartnering with DPHandothercommunitypartnersto pilot universal
developmentalscreening of all children undertheageof five.
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9. DHSS Division of Management Services
This agencyprovideshumanresources,budget development,andevaluation servicesto other
DHSSdivisions. It also houses theBirth to ThreeOffice, whichprovidesadministrationfor
PartC.

10. DHSS Division of Substance Abuse and Mental Health
TheDivision of PublicHealth (DPH) workswith this agencyonwomen's healthissues,
planninga women'shealthconference,andinfant mortalit y issues.Therearefive objectives
relatedto alcoholanddrugusein Healthy Delaware2010.

11. DHSS Division of State Service Centers
DPHhasworkedwith this agencyto improvethefollowing programsdesignedto assist
Delawareans,mostin needand link to theappropriatecommunityor state resources:

• TheDelawareHelplineprovidestoll-freeinformationandreferral for personsseeking
informationaboutpublicandnon-profit services.

• DentalTransportationServices,in cooperationwith theDelawareschool system,
ensuresthatschool-aged eligible low-incomechildrenaretransportedfrom schoolto
dentalclinics locatedin thestateservicecenters

• Adopt-a-Family is astatewideprogramthataidsfamilies in crisis --- thosestruggling
with ill ness,homelessness,domesticviolence,poverty or unemployment.This year
theypartneredwith DPH to includeBackto SleepandSIDSinformationto pregnant
womenandfamilies with childrenundertheageof one.Theyalso partneredwith
DPHto provideMedicaid/SCHIP informationto all familiesreceivingschool
suppliesfor their children in theFall of 2004.

• Carseatloanerprogram providescarseatsto needyfamilies.

12. DHSS Division for the Visually Impaired
TheDPHChild DevelopmentWatchworkswith DVI to provideservicecoordinationfor
childrenwith visualimpairmentsor whoaredeaf andblind.

13. Federally Qualified Health Centers
TheOffice of PrimaryCareis locatedin theHealthSystemsManagementSectionof DPH.The
HealthSystemsManagementDirector assistsasafacilitatorto theFederally Qualified Health
Centersandcoordinateswith theFamilyHealthSection Directorto ensureavarietyof primary
andpreventivematernalandchild health services.

TheOffice of PrimaryCarestaff continueto work closely to ensureaccess to healthcare
servicesfor uninsuredandunderservedDelawareans.Delawarehasbenefitedgreatly from
thePresident’sInitiative to increaseaccessto healthcareservicesthroughcommunity health
centers. Delawarenowhas two Federally QualifiedHealthCenters(FQHCs)in NewCastle
County(HenriettaJohnsonMedical Center), onein KentCounty(DelmarvaRural
Ministries/KentCommunityHealthCenter),andonein SussexCounty(LaRedHealth
Services).
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14. DHSS Office of Emergency Medical Services
TheOffice of Emergency MedicalServices of theEmergencyMedical ServicesSection, has
coordinatedwith MCH, includingCSHCN, regarding issuesaroundemergencypreparedness
for children andwith injury prevention.A SpecialNeedsAlert Program hasbeenactivated to
link CSHCNwith the911systemandthefirst responderswithin their community. Thereare
four objectivesrelatedto injury anddisability in Healthy Delaware2010.

15. Department of Services for children, Youth, and Their Families
TheDepartmentof Services for Children,Youth,andTheir Families(DSCYF)was created
in 1983to consolidatechild protective (Division of FamilyServices,DFS), child mental
health,andjuvenilecorrection services within asingle agency.FamilyHealthServices
(FHS)hasmaintainedacooperativerelationshipwith this agencyfor joint planning of
services. A Memorandumof Understanding (MOU) betweentheDPHandDFSestablishes
uniform criteriafor respondingto reportsof abuseandneglect anddelineatesthe
responsibilities of DPHandDFSpersonnel.TheMOU addressestheneed for ongoing,
collaborative trainingand joint caseplanningbetweenpersonnelin eachagency. DFSand
DPHareco-locatedat severallocal siteswheredirectservicesareprovided. DFSstaff is
alsohousedat bothsites of Child DevelopmentWatchandarefully incorporatedinto the
multidisciplinaryassessmentteam. In addition,DPH hascollaboratedwith theOfficeof
Child CareLicensingto improvethetrainingandsupport for childcareprovidersin theareas
of healthandsafetyandin thedevelopmentof theearlychildhoodcomprehensivesystems
planning. TheDivision of Child MentalHealthhasaworking relationship with School-
BasedHealth Centers,works closelywith centercoordinatorsto ensureappropriate referrals
andobtaintrainingfor staff, andhas contributed to thedevelopmentof theMaternaland
Child Healthgrant.

16. SSDI
TheSSDIprogramis partof theHealth SystemsManagementSection within Community
Health.TheSSDI Coordinatorserveson theMCH NeedsAssessmentSteering committee.
Otheractivities,bothplannedandcompleted,includethecompletionof an inventory of
resourcesavailablein Sussex Countyand thebarriersexperiencedby theHispanicpopulation
in accessinghealthcare; completion of anoral healthcareneedsassessmentof pre-school
andelementaryschool-aged children throughoutthestate; completionof a Community
HealthProfile for every community in Delawareandpresentation of thoseprofilesto
community leaders;andcollaboration with thestateandcommunitystakeholdersin
developingstrategiesfor addressingidentified needsderivedfrom theMCH needs
assessment.

17. Women, Infants and Children Program )WIC)
WIC workswith theDPHandotheragencies to provideservicesandensurequality.For
instance,WIC wasinstrumentalin theformationof theDelawareBreastfeedingAdvisory
Board,whichnowoperates under theperinatal Associationof Delaware.WIC alsoworks
closely with teenpregnancypreventionprogramsto preventadditionalpregnancies,with the
Immunization programto esurecomplianceby their recipients, andwith themarchof Dimes
programto provideinformationaboutfolic acid.
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18. Perinatal Board
In November1995,GovernorCarpersignedExecutiveOrderNumber37establishingthe
DelawarePerinatalBoard. ThePerinatal Boardhas over this past yeardisbandedwhile
actingasaninterim committeeto assistwith thepreparationof legislationfor anew
HealthyMotherandInfant Consortium. TheConsortiumis theresultof amajor
recommendationof thestatewidecomprehensive InfantMortality TaskForce.

19. Infant Mortality Task Force
TheInfant Mortality Task Forcewas implementedwith thefollowing goalsto include:

• Defining theinfantmortalitystatusof Delawareascompared to thenationandthe
region.

• Defining thedisparitiesamongraces relatedto infantmortalityanddetermining the
reasonsfor theincreasingdisparity gaps.

• Identifying risk factors andunderlying etiologieswhenpossible.
• Reviewingscientificliteraturewith thepurposeof determiningrisk factors for infant

mortalityandbestpractices for preventionand intervention.
• Determining andassessingtheimpact of relevantrisk factors.
• Increasingawarenessof thescopeof theproblem amonggovernment officials, medical

professionals,andthepublic.
• Improvingcoordinationbetweenandamongpublicandprivatesectoragencies.
• Recommendingcritical changes to theprofile of, operationsof, andsupportof the

DelawarePerinatalBoard.
• Identifying areasrequiringadditional research andeducation.

Theresults of the“Inf antMortality Task Force”havebeenfinalizedwith thereport andits
recommendationsforwarded to theGovernor.TheInfantMortality TaskForcewas
mandatedto developbroad-based recommendationsfor thereductionof infant mortality in
thestateof Delaware. Therecommendationshavebeenbaseduponscientificevidence,
definedpartnerships,expectedcontributions, timelines, review,andevaluation. These
recommendationsencompassbut arenot limited to chargesto business,community,
education,communitiesof faith, providers,insurers, andthegovernment.

20. Delaware Healthy Mother and Infant Consortium
Pending legislation,HB202authorizes useof fundsto improvematernalandinfanthealth.
In addition, thelegislation establishesTheDelawareHealthyMotherand Infant
Consortium(DHMIC) to coordinateefforts to prevent infant mortalityandimprove the
healthof pregnantwomen and infants in theState of Delaware. DHMIC is anetworkof
organizationsandindividuals thatwill providestatewide leadershipandcoordinationof
effortsto preventinfant mortality andimprovethehealthof pregnantwomenandinfants
throughoutDelaware. TheConsortium’sprioritiesandadvocacyagendashallbeinitially
dictatedby therecommendationscontainedin thereportentitled“Reducing Infrant
Mortality in Delaware– Recommendationsof theInfantMortalit y Task Force”,released in
May 2005.
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21. Fetal and Infant Mortality Review Pilot Project
TheFetalandInfantMortality Review(FIMR) pilot studywas bornout of an interestto help
inform the InfantMortality Task Force (IMTF) on thepotentialbenefitsof locally applying
thenational FIMR model, aprocess of reviewingfetal andinfantdeathsto address gapsin
thesystemsof carethat servewomen,childrenandtheir families. Infant birthsthatresulted
in adeath at ChristianaCareHealthSystemduring2003wereincludedin thestudy. The
studywaslimited to onehospital for logistical easeand to facilitatemedicalrecord
availability. Fifty-six potential infantdeathcaseswereidentifiedthat metthesecriteria;eight
caseswereexcludedasbeinginappropriatefor FIMR, and hencethefinal pilot study sample
wascomprisedof 48 infantdeathsoccurring to 43 mothers. Theproposedplanfor FIMR is a
starting point for discussionamongthepartnersandstakeholdersin Delawarecommittedto
improvingmaternalandinfant healthoutcomes. FIMR is aprocessthatis adaptableto local
needsandshouldbereviewedona regularbasisto best serveDelaware’scommunities.

22. March of Dimes
TheFamilyHealthServicesDirector (Title V) hadservedon theProgramServices
Committeeof theMarch of Dimes.TheFamily Health Services sectionstaff voluntarily
servesonvariousMarchof Dimes-DelawareChapter (MOD) committeesto improve the
healthof babiesby preventingbirth defectsandinfantmortality. There is currentDPH
representationon theProgramServices,GrantsReview andCommunityOutreach
committees.Thesecommitteesconsistof representationfrom publicandprivateagencies,
businessleaders,communityadvocates andfamily advisors.DPHhasprovidedfunding
towardstheannualprematurity summitwhich focuseseducatingthecommunityandmedical
providerson thespecificneedsof familieswith prematureor low-birth weight childrenand
developmentof strategies to reduce thenumberof prematurebirths.DPH will continueto
collaboratewith theMarchof Dimes in a joint effort to increase accessto qualityprenatal
care,reducethenumberof prematurebirthsandbirth defectsandimprove healthoutcomes
of all children.TheMOD staff collaborates andservesonDPH’s InfantMortality TaskForce
andtheFetalMortality ReviewCommittee.

23. Perinatal Association
ThePerinatalAssociationmergedwith ChildrenandFamiliesFirst; thesepartnerssharea
similar mission. ChildrenandFamilies First conductscounseling, fostercare,and the
ResourceMothersProgram.Therearenine(9) ResourceMothers,three(3) downstateand
six (6) upstate.ChildrenandFamilies First will continuethetraditionof targetingwomen
leastlikely to seekservices andtheuninsured. Themajorityof thestaff is bilingual. Their
role includes,but is not limited to, prenatal, postpartum,andnewborn education,
transportation to prenatal andpediatricoffice visits, andassistancewith obtainingappropriate
resourcesincludinginsurance,house, and jobs. Themergedpartnership supportscommunity
ResourceMothers. PAD andDPHwork asa teamonsharedclient cases andwork to
provideeachclient with themostcomprehensivecarewithout duplicationof activities.
Resourcemothersareparaprofessionals from thecommunitywho identify andassist
mothers,their infants,and families with accessing neededresources. Theyserveas
mentors/rolemodelsby teachinganddemonstratingskills in avariety of areas including
menu planning, budgeting,parenting,etc.
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24.. Head Start and Early Childhood Assistance Program (EAP)
HeadStart is administeredby sevencommunity-basedorganizationsthroughoutthestate.
Early ChildhoodAssistancePrograms(ECAP)arestate fundedprogramsadministeredby
theDepartmentof Educationandoperatedby seventeen communitybasedorganizations
throughoutthestate,includingexisting HeadStartgrantees,school districts,andotherearly
educationagencies.Approximately 1,875childrenbetweenthreeandfive areservedby
thetraditionalHeadStart program.Eight hundredfif ty (850)four yearoldsareserved by
EAP and40areservedin Migrant HeadStart. All programsfollowed thefederalHead
Start PerformanceStandards.TheDivision of PublicHealthparticipateson theHeadStart
StateCollaboration project, which was establishedto developstatelevel partnershipsfor
planning andpolicy developmentfor HeadStarteligible childrenandtheir families.
Priority areasincludewelfarereform, healthaccess,childcare, socialandemotional
wellness, disabilities,educational opportunities,volunteerism,literacy, andhomelessness.
TheHeadStartStateCollaboration Office director serveson theEarlyChildhood
ComprehensiveSystems grant(ECCS)steeringandexecutivecommittees andHealthy
Child CareAmerica-Delaware (HCCA-DE) advisorycommittee.In 2005,HCCA-DE and
theHeadStartStateCollaboration Office havepartneredto providefundingand resources
for thepilotingof PartnersIn Excellence:PromotingSocial& EmotionalCompetenciesin
YoungChildren(PIE) in 15Head Starts,ECAPSandChild CareCentersstatewide.An
additional partneris theDevereuxFoundationandoneof theevaluationmeasureswill
utilize theDevereuxEarly Child Assessment(DECA) tool.

25. Early Success
TheDepartmentof Education’sEarly CareandEducationOffice is akeycollaboratorwith
theDivision of PublicHealth on theearly childhoodcomprehensive systemseffort. Initiated
in 1998,EarlySuccesswas developed as thestate’s coordinatedplan to addresstheearly
childhoodissuesof children, birth to eight,who receivedout of homecare.Thegovernor
establishedaninteragencyresourcemanagement committeemadeof thecabinetsecretaries
from theDepartmentof Health andSocial Services,Departmentof Services to Children,
Youthand theirFamilies,Department of Education,Office of Budget,andtheController
General’s Office. Additionally, thegovernorestablishedtheDelawareEarly Careand
EducationCouncil,comprised of private citizens,and theOfficeof EarlyCareandEducation
(OECE) to ensurethatEarlySuccessgoalsandobjectivesweremet.In aneffort to providea
comprehensiveapproach of early childhoodservicesto all families, theECCS andthe
OECE,with full support from theDelawareEarly CareandEducationCouncil,have
partneredto unify Delaware’s early childhoodinitiativesandbroadentheinitial Early
Success planto includechild health,social-emotionaldevelopment,andexpandfamily
engagement domains.This will provideastatewidestrategicplanthatis comprehensive,
coordinatedandaccessible to all children,birth to five, and their families. It will alsoenable
theDivision of PublicHealth to providestatewide leadershiponchild healthand
developmentissuesthroughmultiplepublic/privatecollaborations.
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26. Child Death Review Commission
TheChild Death Review Commissionwas signedinto Delaware law onJuly19,1995. The
Commissionoverseesthework of thetwo Child DeathReviewPanels, one for New Castle
Countyandanotherfor KentandSussexCounties. TheCommissionis composedof
leadersfrom stateagencies,police,nurses,physicians,attorneygeneral’soffice,social
workers,andchild advocates. TheCommission hasthepower to investigateandreview
thefactsand circumstances of all deathsof childrenunder18,whichoccur in Delaware.
Furthermore,it hasthepower to administeroathsandcompeltheattendanceof witnesses.
Its purposeis not to act asanarm of thepolice,but to look at systemsto determine if the
deathwaspreventable. A deathis consideredpreventableif oneor moreinterventions
might haveavertedit. TheCommissionlegislationhasbeen amendedto now includechild
death,neardeathandstillborn.Efforts arein progressto establishaFetalandInfantDeath
Reviewprocessin connectionwith theChild DeathReviewCommission.

The Director of CSHCN is also a memberof three governor appointed councils related to
personswith disabilities. Active participation on a number of other committeesensures
collaboration and coordination. These include: the Interagency Coordinating Council, the
Departmentof EducationChild Outcomes Work Group, the ISIS datamaintenancereview, the
IMTF, the ECCS Executive Committee, the Early Intervention Steering Committeeamong
others.

TheStatealsoheldmeetingsthathelped to furtherdefinehealth needs. Particularly ashealthcare
pertainsto pregnantwomen, mothers,and infantsandchildren,theMCH Steering Committee
determinedthatmuchwork had alreadybeen accomplishedduringthepast few yearsin
assessing needs.Topicalneedsassessmentsalreadycompleted wereutilized includingprovider
andconsumersurveys.Communityneeds assessments also playedamajorrole in determining
statepriorities.DatausedincludedVital StatisticsReports; HospitalDischargeData; YouthRisk
Factor BehaviorSurvey (YRBS); Behavioral Risk FactorSurveillancesurvey(BRFSS);
NewbornScreeningData;ReportableDiseaseData;andSchoolBasedHealthCenterdata.

In thefuture,thePregnancyRisk Assessment MonitoringSurveillanceSurveyis being
recommendedwithin theDivision of PublicHealth. Thereis somedata thatis not availableto
Public Health suchas emergency roomvisit data,nonfatalinjurieswhennot hospitalized,and
someMedicaidencounterdata. Anothergoalcurrentlybeingplannedis thefull implementation
of theFetalInfantMortality Review (FIMR) program.Thepilot for FIMR hasjust been
completedwith adraft recommendation report beingreviewed.Dataandinformationfrom
PRAMS andFIMR will greatly enhancetheongoingneedsassessmentprocess.

3. Assessment of the Needs of MCH Groups
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A. Overview Of Delaware Demographics

TheStateof Delawareis locatedon theeasternseaboardof theUnitedStates.A smallstate
encompassingjust 1,983squaremiles,Delawareranks49th in areaamongall states. Three
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counties,NewCastle, Kent,andSussex,coveronly 96milesin lengthand 35milesin width.
Thestatesof NewJersey, PennsylvaniaandMaryland,aswell astheAtlantic Oceanand
DelawareBay,border theStateof Delaware.

Per2003dataDelaware’s total population is approximately 792,494. Themajority (56%) of
thepopulationis betweentheagesof 20–59. Thepopulationaged 0-19accountfor another
27%and,finally, thoseaged sixty (60)andupconstitutetheremaining18%. It is interesting
to notethat since1990,children ages10 to 14haveincreasedby 29%. Thepopulation
estimatefor Delawarefor 2004was 830,364;a four percent increase.New CastleCounty
increasedby .01%,Kent Countyby 3.0%,andSussexCountyby 2.2%. Thepopulation
estimatefor Delawarefor 2010is 838,913.

Thetop five employers,starting with thelargest,includetheStateof Delaware, E.I.duPont
deNemoursandCompany, MBNA Corporation,ChristianaHealthCareSystemsand the
DoverAir ForceBase.Themedianincomeacross thestate is $40,009with thepercapita
incomeat $15,854.Accordingto theU.S.CensusBureau, in 1999,10.4%of Delaware's
populationcanbeconsideredpoor(lessthan100%of theFederalpoverty guidelines).
11.0%of all Delaware'schildren under18 arepoor(Threeyearaverage).

Censusdatashowsthat thestate'smedianincomegrewby almost5 percent to $47,381from
1989to 1999. NewCastleCountyhad thehighest medianincomeat $52,419,followed by
KentCountyat $40,950andSussex at $39,208.Themedianincomein Sussex roseby 12.3
percentbecauseaninflux of older,wealthier, andbetter-educatedretirees movedinto beach
areas. Overall,thedatashowsignificant gainsin well -paying professional jobsbecauseof
thegrowthof service industriessuch asbanking. However,thedataalsoshowthatnot
everyonebenefitedfrom thedecade'sgrowth. Thenumberof familiesliving in povertyrose
andthegapbetweenthepoorandthewell to dowidened.Thenumberof families in poverty
grewby 23 percentto 13,306betweenthe1990and2000. Thenumberof single mothersin
povertygrewby 24percentto almost7,000women. Thepercent of peoplein service
occupationsgrew from 12.6percentin 1989to 14.6percentin 1999.Peoplein
manufacturingjobsdroppedby about21percent to about12.5percent.However,thenew
censusfiguresshowthat thenumberof peoplein upperincomesgrew in thepastdecade
while thepercentageof families in povertyalsoincreased. In 2000,63,663Delaware
households,or 21percent, reportedan annualincomebetween $50,000and$74,999,making
thatincomegroupsthelargest. In 1989,thelargestpercentageof thestate's households - 20
percent- fell into the$35,000-to-$49,999range. When adjustedfor inflation, thatrange
translatesto Census2000's$45,425-to-$64,892bracket.

Between2000and2001,theDivision of Public Healthpulledtogetherastatewide
partnership of over150Delawareansfrom business,community,healthcare,education, and
governmentorganizations to createtheHealthyDelaware2010Initiative. A multi-sector
steering committeeestablishedthevisionandgoalsfor theinitiative andacollaborative
process to developmeasurablehealth improvementobjectivesfor thedecade. At theendof
theprocess,over60privateandpublicsectorpartnersagreedto become“Prevention
Partners” to involvetheir organizations,staff and members in thedevelopmentand
promotionof HealthyPeople2010;work towardstheachievementof healthfor all
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Delawareans;andbeactivepartnersin theinitiative. Severalof theobjectivesandstrategies
of Healthy Delaware2010arein theMCH planand aresoreferenced throughoutthis
application.

B. Population

• From1990to 2003,Delaware’s total populationgrew21.8percent,anincreaseof 145,345
additionalresidents(see Table1.1).

• During this period,theSussex Countypopulationgrewalmost47percent.

Table 1.1 Total Delaware Population by County, 1990-2003
Source:PopulationConsortium

Area 1990 Percent 2003 Percent
Population change Percent change

Delaware 666,168 811,513 145,345 21.8
NewCastle

County 441,946 66.3 514,468 64.0 72,522 16.4

KentCounty 110,993 16.7 131,005 16.1 20,012 18.0
SussexCounty 113,229 17.0 166,040 20.5 52,811 46.6

Total 100 100

• The state’spopulation grew morediversein the decadefrom 1990 to 2000(seeTable 1.2). The state’s nonwhite
population grew from nearly22 percentof the total population in 1990to almost28 percentin 2000.

• During this decadethe state’s Hispanicpopulation more thandoubled from 15,154to 37,277. The state’sblack
population increasedmorethan34 percent,a ratenearlytriple thatof thestate’s white population.

Table 1.2 Delaware Population by Race and Ethnicity, 1990-2000

Race 1990 Percent 2000 Percent Change
Percent change

White,Non-Hispanic 535,334 78.6 584,773 72.4 49,439 9.2
Black,Non-Hispanic 112,125 16.5 150,666 18.7 38,541 34.4

AmericanIndian 2,199 0.3 2,731 0.3 532 24.2
Asian 8,770 1.3 16,259 2.0 7,489 85.4

OtherRace 7,740 1.1 15,855 2.0 8,115 104.8
Hispanic 15,151 2.2 37,277 4.6 22,126 146.0

100 100

Source:CensusBureau
• Theminority population in New CastleCountyincreased from nearly 20 percentof the

county’spopulationin 1990to almost27percent in 2000(seeTable1.3).

• Minority residentsin Kent Countygrew from 22 percentof thecounty’s populationin 1990to
morethan26percentin 2000.

• While SussexCounty’sotherracecategory (primarily Hispanics) nearly tripled from 1990to
2000,thecounty’s white population grew from 70 percentof all residentsin 1990to 80
percentof theall residentsin 2000.
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Table 1.3 Population by Race by County, 1990-2003
New Castle White Percent Black Percent All other races Percent

1990 355,748 80.5 72,531 16.4 13,667 3.1
2003 376,034 73.1 110,300 21.4 28,134 5.5

Kent White Percent Black Percent All other races Percent
1990 87,298 78.7 20,633 18.6 3,062 2.8
2003 96,612 73.7 29,453 22.5 4,940 3.8

Sussex White Percent Black Percent All other races Percent
1990 92,288 69.3 18,961 14.2 1,980 1.5
2003 133,604 80.5 25,636 15.4 6,800 4.1

Source:PopulationConsortium
• During the past decade,the growth rate amongminority residents in New Castleand Kent Countiesgreatly

exceeded thegrowthratefor thecounties’ white residents(seeTable1.4).

Table 1.4 Population Growth Rates by Race, 1990-2003

Area White Black
All other races

NewCastle 5.7% 52.1% 105.9%
Kent 10.7% 42.7% 61.3%

Sussex 44.8% 35.2% 243.4%

Source:PopulationConsortium
• The state population is projected to increase by 6.8 percent during the next seven years,

resulting in anadditional 55,015 residents(seeTable1.5).

• The growth ratefor peopleover age65 is expectedto be twice that of any otherage, adding
18,655moreseniorsto thestate’spopulation.

• Theyouthpopulation,age5-14, is expected to declineslightly during thenextsevenyears.

Table 1.5 Delaware Population Projections by Age, 2003-2010

2003 Percent 2010 Percent Change
Percent change

Population 811,513 866,528 55,015 6.8
Age 0-4 53,706 6.6 55,695 6.4 1,989 3.7
Age 5-14 111,224 13.7 109,601 12.6 -1,623 -1.5
Age15-19 55,472 6.8 59,281 6.8 3,809 6.9

Adults(20-64) 482,972 59.5 515,157 59.5 32,185 6.7
65 years+ 108,139 13.3 126,794 14.6 18,655 17.3

Source:PopulationConsortium

• Thepopulation projectionsfor thenext sevenyears reflectconsiderablevariationin thepopulationgrowth patterns
by agewithin each county(seeTable1.6).

• New Castle County is expectedto experiencethe largestincreasein the numberof youth age 15 to 19. This
population isexpectedto grow18.7percentoverthe next few years.
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• SussexCounty is projectedto experiencea slight decreasein the numberof youthage15 to 19 overthenext seven
years.

• By contrast, SussexCounty is expectedto seea 22 percentincreasein its population age0 to 4 over the next few
years.

• While New Castle County is projectedto experiencea slight decline in the numberof residentsover age65, this
groupis expectedto grow13.6percentin SussexCounty through the remainderof thisdecade.

Table 1.6 Population Projections by Age and County, 2003-2010

Area 2003 2010 Change
Percent change

New Castle

Population 514,468 536,315 21,847 4.2

Age 0-4 34,396 34,842 446 1.3

Age 5-14 71,630 71,935 305 0.4

Age 15-19 35,103 41,671 6,568 18.7

Adults (20-64) 313,026 327,885 14,859 4.7

65 years+ 60,313 59,982 -331 -0.5

Kent County

Population 131,005 138,693 7,688 5.9

Age 0-4 9,615 10,130 515 5.4

Age 5-14 19,456 19,659 203 1

Age 15-19 9,959 10,447 488 4.9

Adults (20-64) 76,059 81,347 5,288 7

65 years+ 15,916 17,110 1,194 7.5

Sussex County

Population 166,040 189,061 23,021 13.9

Age 0-4 9,695 11,865 2,170 22.4

Age 5-14 20,138 21,615 1,477 7.3

Age 15-19 10,410 10,033 -377 -3.6

Adults (20-64) 93,887 109,310 15,423 16.4

65 years+ 31,910 36,238 4,328 13.6

Source:PopulationConsortium

• Wilmington, the largest city in the state,is projectedto experiencea slight decrease in its overall populationover
thenextseven years(seeTable1.7).

Table 1.7 Population Projections by Age, Wilmington, 2003-2010

2003 2010 Change
Percent change

Population 72,425 71,377 -1,048 -1.4

Preschool(0-4) 5,360 4,756 -604 -11.3
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Adolescent (5-14) 10,281 9,991 -290 -2.8

Schoolage(15-19) 5,102 5,391 289 5.7

Adults (20-64) 43,105 42,592 -513 -1.2

65 years+ 8,577 8,647 70 0.8

Source:PopulationConsortium

C. Geographic Disparities

Althoughthestate is relativelysmall, disparitiesexistacrossthecountieswith regard to accessto
qualityhealthcareservices. Someof theproblemsarepredominantlyfoundin certainareas
while othersarecommonin eachof thecounties.Forexample,while it takes lessthanthree
hours to drive from oneendof thestateto theother, transportationis amongtheworst of the
problemsin eachof thecounties.Coupledwith thegeographicdistributionof primarycare
physiciansanddentists,this resultsin critical access issues.Racial, culturalandlanguage
barriers leadto accessproblemsandplaceadded burdenson thesystem.

Sussex County is thepoorest in thestatewith anestimated30%of its residentsbelow200%of
thefederalpovertylevel as compared to 23%for therest of thestate.Theunemployment rate is
alsohigherandtheaverageincomeabout $8,000lessthan thestateaverage.Key informants
noteseveralcommunitiesin Western Sussex andsouthof Georgetown that haveparticular
diff icultiesin accessingcare includingFrankfort, Clarksville,Selbyville, Hickory Tree,Seaford,
LaurelandBridgeville.

Placesin Delawareother thanthecity of Dover, Kent County, while muchsmallerthanSussex
County,is alsomainly rural. Becauseof its populationsize,thecountyhas beenprecludedfrom
thebenefit of federal designationsnecessary for eligibility into manyfederal programs.Kent
Countyhashadthelowestaccessrate to prenatal carein Delaware. Overallhealthservicesin
therural partof thestatearemorelimited in availability whencomparedto northernNewCastle
County.

Thecity of Wilmingtonis like mosturbanareasthroughout thenationand hascorrespondingly
high ratesof teenpregnancyrates,infant deaths,childrenborn to singlemothers, juvenilearrests
andAIDS cases.Kids Countproduceda fact bookfor theCity of Wilmingtonandfor theState
of Delaware with avolumeof dataandtrendsrelatedto Maternal Child Health. TheCity hada
Public Health Officer for oneyear and thefundingwascut.At thetime therewasahealth
consultantonboardandshecontinuesto beoncontractdirectly to theMayor'sOffice. Her role
is to organizeandguidetheMayor'sHealthPlanningCouncil.TheCouncil hasbeenin existence
for aboutsix years.TheconsultantalsoorganizestheMayor's health initiatives, like his Healthy
Walk with theMayormonthly, theAIDS forum annually,theWilmingtonWellness dayevent
andotheractivitiesof theCouncil. Areasof focusfor Wilmington include: accessto preventive
care,chronicdiseaseprevention,HIV/A IDS,mentalhealth,responsiblesexual behavior,
substanceabuseandviolenceprevention
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D. Racial and Health Disparities

TheOffice of Minority Health for theDivision of Public Health releaseda report onHealth
Disparities in Delawarein March of 2001. A Spanishversion of thedocumentwasreleased
in the fall of 2001. Thefollowing findingsaresignificant:
• Therewerethreeindicatorswhere theratefor blacks was3 timeshigheror more thanthe

ratefor whites:HIV Infection/AIDS DeathRate(10.66), HomicideRate (4.3), andAsthma
Hospitalization(3.3).

• Five indicatorsshoweda disparityratio of between2 and4: Teen Birth Rate (2.71), Lateor
No PrenatalCare(2.55),Per centof Low Birth WeightBirths(2.08),Infant Mortality
(2.75),andDiabetesDeathrate(2.47).

• Four indicatorshadadisparityratio between1 and2: Alcohol-InducedDeath rate(1.64),
StrokeDeathrate(1.62),CancerDeath Rate(1.45)andHeartDiseaseDeathrate (1.20).

TheOff icealsoanalyzed trendsanddeterminedthatlong-termdownwardtrendsweresignificant
for lateor no-prenatal careandalcohol-induced deathrate. Trendshavedecreased in theshort
termfor low birth weight birthsandteenbirth rates. However,for all otherindicatorsthe
disparity ratioshaveeitherchangedor worsened.

OnMay 31,2005theHonorableGovernor RuthAnn MinnersignedtheExecutiveOrder
NumberSixty-Eight whichestablished theHealthDisparities TaskForce.TheFamily Health
Section,alongwith theMaternal and Child Health Branchand theAdolescentandAdult Health
Branch,will bekeyparticipantsin theHealthDisparities TaskForce. Thegoalsof theTask
Forceinclude:defining thehealthdisparities statusof Delawareascompared to thenationand
theregion; documenting thedisparities amongracialandethnicgroupsrelatedto specific
conditionsandthereasonsfor thegaps;identifying bestpracticesfor preventionand
intervention; increasing awarenessof thescopeof theproblemamonggovernmentofficials,
medical professionalsand thepublic; improvingcoordinationbetweenandamongthepublic and
privatesector;andidentifying areasrequiringadditional researchandeducation.

For thepast 20 years,blacks havehad infant deathrates thatwereat leasttwice thatof
whitesin Delaware.From 1982-86 to 1993-97blacks andwhitesshowed steady improvement
towardsreducinginfantdeath rates.But since1994-98,white rateshavestartedto increasewith
blackratesalsoincreasingsince1995-1999.Theblack/whitedisparityratio has remainedwell
abovetwo. While Delawareblacks remainedmuchhigherin thedeathsper100,000, thechanges
in yearly deathratesclosely mirroredeachother.
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In 1982-86Teen Birth Ratesfor blacksweretriple thatof whitesin thestateof Delaware,
andcontinuedto increase gradually over the next sevenyears.Ratesstartedto decline in 1990-94
andhavecontinuedto do so. Whiteshavemaintainedstableteenbirth rates for thepast twenty
yearsin Delawarewith about forty births peronethousandteenagegirls. Theblack/white
disparityratio showedonly slight reductionsfrom justover3 twentyyearsago to a ratioof 2.35
currently.
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From1989-93 to 1994-98 therewasasteadydeclinein thepercentageof birthswith litt le
or noprenatalcarein Delaware for blacksthathavesinceplateauedfrom1995 to the present.
Whitesremainedatconsistentlevelsthat werewell below thepercentagesof blacks. In 1989-93
blacks hada disparity ratio thatshowedblacksasbeing four timesmore likely thanwhitesas
havinga birth with little or noprenatalcare.Thecurrentlevel hassincebeenloweredto just
abouttwice therate of whitesandhasbeensteadilyfalling for thelastthirteen years.
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Bothblacksandwhiteshaveshown measuredincreases in thepercentof low birth weight
birthsin Delawarefor thepasttwentyyears.While blackshaveshown a steadyclimb, whites
haveshownincreasesthatstartedin 1988-92 and continue to 1998-2002. The black/white
disparityratio hasconsistentlyshownblacksasbeingtwiceaslikely aswhitesof havinga low
birth weight baby.Blackshavestarted to closeon thedisparitygapdespite theincreasing
numbersbecauseof thesurging low birth weight birthsfor whitesin Delaware.
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Blacksin Delawarehaveshown very little progressin reducing the asthma
hospitalization ratesper100,000. Whitesalsohaveshown very little progressin reducing the
asthmahospitalizationrates,but whitesmaintainlevelsthat aresignificantlylower thanblacks.
Overthelastnineyearsblackshaveshownboth progressandrecoil with asthmarates, butstill
maintain about300asthmahospitalizationsper100,000. The black/whitedisparity ratiohasalso
shownvery little changeoverthe pastnineyearsandblacksarestil l at a rate of asthma
hospitalization thatis threetimesthatof whites.
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TheDelawareblack/whitedisparity ratiosaresummarizedin Figure 3.25below.
Figure 3.25
Delaware Black/White Disparity Ratios

E. Poverty

• Povertyguidelinesareestablished annually by theU.S.Department of HealthandHuman
Services(HHS)based on family size(seeTable2.1).

Table 2.1 2003 U.S. Department of Health and Human Services
Poverty Guidelines

Size of Family Unit Annual Income Size of Family Unit Annual Income
1 $ 8,980 5 $ 21,540

2 $ 12,120 6 $ 24,680

3 $ 15,260 7 $ 27,820
4 $ 18,400 8 $ 30,960

Source:U.S.Departmentof Health and HumanServices
• While the number of Delawareanslivi ng in poverty increasedby morethan12,000 to 69,901 from 1990 to 2000,

thepercentageof Delawareansin povertyremainedrelatively constantover thedecade(seeTable2.2).

• Thepercentageof Delawareansliving in poverty is substantially lower thanthenational percentage.
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Table 2.2 Number of People Living in Poverty, 1990-2000

Area 1990 Percent 2000 Number change Percent Percent change

U.S. 31,742,864 12.8 33,899,812 2,156,948 12.4 6.8

Delaware 57,223 8.5 69,901 12,678 8.7 22.2

Source:Current Population Survey,Census Bureau
• While New Castle County is home to more than 40,000 of the state’s70,000residents living in poverty, New

CastleCounty hasthelowest poverty rateof the state’s threecounties(seeTable2.3).

• Thenumberof SussexCountyresidentsli ving in poverty grewby more thanone-third from 1990to 2000.

Table 2.3 Percentage of People Below Poverty by County, 1990-2000

Area 1990
Percent in

the
County

2000
Percent in the

County
Number
change

Percent
change

Delaware 57,223 8.5 69,901 8.7 12,678 22.2

New
Castle

33,268 7.5 40,710 8.0 7,442
22.4

Kent 12,071 10.8 13,083 10.1 1,012 8.4

Sussex 11,884 10.4 16,108 10.0 4,224 35.5

Source:CurrentPopulation Survey,CensusBureau

• In 2000, one-in-ten Delaware children underage 18, totaling 22,572youth, live in poverty. This reflects a 17
percentincreasefrom 1990(seeTable2.6).

Table 2.6 Number of Children Under Age 18 Living Below Poverty, 1990-2000

Area 1990 Percent 2000
Number
change

Percent
Percent
change

U.S. 11,428,916 18.3 11,386,031 - 42,885 14.1 -0.4

Delaware 19,256 11.8 22,572 3,316 10.3 17.2

Source: CensusBureau
• In recentyears,New Castle Countyhasexperienced a reductionin the percentageof children

underage18 living in poverty (see Table 2.7). This parallelsa reductionin the percentageof
childrennationwideliving in poverty.

• During the period from the mid-1990’s to 2002, the percentageof Kent and SussexCounty
childrenliving in povertyalmost doubled.

Table 2.7 Three-Year Average Percentage of Children (0-17) in Poverty by County
Area 1989 – 1991 1994 – 1996 2000 - 2002

U.S. 19.9% 21.8% 16.4%

Delaware 11.9% 13.8% 14.6%
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NewCastle 13.2% 13.9% 9.2%

Kent/Sussex 10.8% 13.4% 23.3%

Source:Center for AppliedDemographyandSurveyResearch,Universityof Delaware

• The percentageof families in the city of Wilmington with children underage18 living in
poverty is nearly three-times that of New Castle County and double the rate in Kent and
Sussex Counties(seeTable2.8).

• Thepercentageof Kent andSussexCountyfamilieswith childrenunderage18 living in
povertyis higherthan in New CastleCounty.

Table 2.8 Families with Children Under Age 18 in Poverty, 2000
# of Families Number in Poverty Poverty Rate

Delaware 105,081 10,403 9.9%

City of Wilmington 9,444 2,276 24.1 %

NewCastleCounty 68,286 5,736 8.4%

KentCounty 18,463 2,271 12.3%

SussexCounty 19,168 2,296 12.5%

United States 13.6%

Source:KIDS COUNT in DelawareFact Book,2003
• Thepercentageof families in theCity of Wilmingtonwith childrenunderage5 living in

povertyis nearlythree-times thatof NewCastleCountyasawhole(seeTable2.9).

• Thepercentage of Kent and Sussex Countyfamilies with childrenunderage5 is approximately
50percenthigherthan in New CastleCounty.

Table 2.9 Families with Children Under Age 5 in Poverty, 2000
Area # of Families Number in Poverty Poverty Rate

Delaware 41,053 5,419 13.2 %

City of Wilmington 3,720 1,157 31.1 %

NewCastleCounty 26,472 2,859 10.8 %

KentCounty 7,415 1,216 16.4 %

SussexCounty 7,149 1,344 18.8 %

UnitedStates 17.0%

Source:KIDS COUNT in Delaware FactBook,2003
• While thenumberof female-headedhouseholdsin Delawarewith childrenunderage18 liv ing

in povertyincreasednearly 24 percentfrom 1990to 2000(an increaseof 1,341households),
thepercentage of thesehouseholdsliving in poverty declinedmorethan 5 percent(see Table
2.10).
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Table 2.10 Female-Headed Households with Children Under Age 18 Below Poverty, 1990-2000

Area 1990 Percent 2000 Percent
Number change Percent change

U.S. 2,866,941 42.3 2,940,459 38.9 73,518 2.6

Delaware 5,609 31.8 6,950 26.3 1,341 23.9

Source:CensusBureau

• There are 26,419 Delaware households headed by women with children under age 18. One-forth of these
householdslive in poverty(seeTable 2.11).

Table 2.11 Female-Headed Households with Children Under Age 18 Below Poverty

By County, 1990-2000

Area 1990 Below
poverty

ercent 2000 Below
poverty

Percent Number
change

Percent
change

Delaware 17,625 5,609 31.8 26,419 6,950 26.3 1,341 23.9
New

Castle 11,625 3,202 27.5 16,777 3,991 23.8 789 24.6

Kent 3,193 1,257 39.4 4,832 1,461 30.2 204 16.2
Sussex 2,807 1,150 41.0 4,810 1,498 31.1

F. Medicaid

• Medicaidis a federally funded programthatprovidesmedical assistanceto low- income
individualsandfamilies.Medicaid eligibility canbe classified into five broadcoveragegroups:
children, pregnant women, adults in families with dependentchildren, individuals with
disabilities, andindividuals age65andolder.

• In the past two years, there has been a 16 percentincrease in the Medicaid eligible
population and an 18 percent increase in the number of Delawareansreceiving Medicaid
assistance(seeTable3.2).

Year # Medicaid Eligible # Receiving Medicaid

2001 104,745 100,404

2002 113,355 110,044

2003 120,977 118,775

Year Households

1990 11,900

1992 17,869
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1994 21,935

1996 21,043

1998 17,494

2000 13,849

2002 15,599

2003 18,267

Table 3.2 Monthly Average Number of People Eligible and Receiving Medicaid, 2001-2003

Source:DelawareDepartmentof HumanandSocialServices

Food Stamps

• The federally funded food stamp program assists income eligible families to meet their
nutritional needs.

• According to the Department of Humanand Social Services, thereare 46,400Delawareans
receiving food stamps in 2003. From 2001-2003, the number of program beneficiaries in
Delaware increased45.4percent (14,479people).

• In 2003, thereare18,267 Delawarehouseholdsreceiving food stamp assistance.This is down
from a high of nearly22,000householdsin 1994(seeTable3.3). However,this reflects a 6,367
increasefrom the11,900participatinghouseholdsin 1990.

Table 3.3 Number of Delaware Households Receiving Food Stamps, 1990-2003
Source:DelawareDepartmentof Human andSocialServices

Temporary Assistance for Needy Families (TANF)

• Temporary Assistance for Needy Families (TANF) wascreatedby theWelfare Reform Law of
1996. TANF becameeffective July 1, 1997, and replacedAid to Families with Dependent
Children(AFDC) andtheJobOpportunitiesandBasicSkills Training(JOBS) programs.TANF
is Delaware’smain cashassistanceprogram.

• TANF providesassistanceand work opportunities to needyfamilies by granting statesthe
federalfundsandwide flexibility to developandimplement theirown welfareprograms.

Delaware Prescription Assistance Program (DPAP)

• The DelawarePrescription AssistanceProgram (DPAP) beganJanuary2000. This program,
funded through tobacco settlement funds, provides up to $2,500per individual in eachstate’s
fiscal year for eligible clients. This programcovers medically necessaryprescriptiondrugsfor
elderlyand/ordisabledindividualscurrentlywithout prescription coverage.Programparticipants
musthaveincomesbelow 200 percent of thepoverty level or haveprescriptioncostsexceeding
40percentof their income.

• In 2003, there are 5,524 people on averageparticipating in the Delaware Prescription
AssistanceProgram (seeTable 3.5). From 2001-2003, there was a 70.2 percent increase in
recipients,whichhasnetted2,279newparticipants.
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Table 3.5 Delaware Prescription Assistance Program, 2001-2003
Source:DelawareDepartmentof Human andSocialServices

Monthly Average Children Adults Total

2001 10,194 3,404 13,598

2002 10,152 3,412 13,564

2003 10,505 3,609 14,114

Year Average Monthly Recipients

2001 3,245

2002 4,878

2003 5,524

G. Housing and Homeless

� In 2000,therewere298,736occupied housing units in Delaware(seeTable7.1). This reflects
a20.7 percentincrease(51,239units)from 1990to 2000.

• The percentageof new units in SussexCounty during this period was double that of the
statewideincrease.

• New Castle andKent Counties havecomparableoccupancyrates(seeTable7.2). Both counties
are close to ninety-five percent occupancy.In 1990, Sussex County occupancyrate was 58.8
percent;this jumpedto 67.2percentin 2000.

• From 1990-2000,there was a 24.2 percent increase in owneroccupied structures,while there
wasonly a12.3percent increasein renteroccupiedstructuresin thestate(seeTable7.3).
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• There hasbeena modestincreasein thenumberof owner occupiedunits,asa percentageof all
housingunits, throughoutthestate.

4. Pregnant Women, Mothers and Infants

A. Major Health Issues, Gaps, and Disparities

Access to Care
TheDelawareHealthCareCommission,asdescribedin theAnnualReport,wasformed
to address healthaccessissues.It was recognizedat thetime thatwhile uninsured
individualswereableto accesshealthcarethorough hospitals,thatcarewas
uncompensated.Hospital emergencycare,however,cannottaketheplaceof preventative
andprimarycaremanagedby aprimarycarephysician.

Insurance Coverage: Another reportcompletedin 1998(andrepeatedagain in 1999)by the
Universityof Delawarefor theDelawareHealthCareCommission identifiedpopulations
without healthcarecoveragein Delaware.Oneidentifiedreasonfor problemswith health
careaccessis nohealth insurance.Thetablesbelowlist characteristicsof this population
from both reports.

Thecharacteristicsof theuninsuredchangethroughtheyears.Between1996-1998 and
1997-1999,theproportion of uninsured childrenincreased; theproportionof uninsured
womenincreased;theproportion of theworkinguninsureddecreased;theproportionof
thoseabovethepovertyline decreased; while the raceandHispanicproportionsremained
thesame.Thesefindingsshowthat theapproachto improvingaccessto insurancemust
bemulti-faceted.TheDelaware HealthyChildrenProgram couldhelp to enroll children if
their income is low enough,under200%of thefederalpoverty level.However, it will not
helpthosechildrenwhoseparentsareperiodically unemployedor workingbut not
coveredby theiremployerandcannotafford coverageon their own.Significantly, 40%
of thosewhoareuninsuredareworking, althoughthis per centhasdecreasedfrom 51%
duringthe lastperiod.

As with somanyotherhealth indicators,therearedefinitedisparities in insurance
coveragebetweenracial groups.Accordingto thestudy,black respondentshavealmosta
50%higherrisk of being without insurancethanwhite respondentsdo.SinceDelaware's
Hispanicpopulationis low, data for Hispanicsis subjectto fluctuations.However,this
studyfound thatslightly lessthan 24%of Hispanics werewithout health insurance
coveragewhich is doublethatfor non-Hispanics.

• Delawarehasasmaller percentageof childrenwithout health insurancecomparedto theU.S.
(seeTable 8.8).

• Thepercentageof children not coveredby health insurancecontinuesto decrease.
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• Thepercentageof all personsin theU.S.without healthinsurancehasincreased(seeTable
8.9). • Thepercentageof all Delawareans without health insurancehas declined.

Disparities
There aredisparitiesthroughoutthehealthsystemin accessand for specificpopulations.Below
are themostsignificantof thosedisparities.

HIV: As of 2004, therewere3,347casesof AIDS reportedin thestateof Delaware from 1997
to 2001,thenumberof reported casesincreased39.7percent. Intravenousdruguse,andpeople
havingheterosexualcontact with intravenousdrugusers, accountfor morethanhalf of
Delaware’s AIDS diagnosis.

Delaware AIDS Cases by Year of Diagnosis and Year of Report,
1990-2004

Year Year Diagnosed Year Reported

# of Cases Cumulative # of Cases Cumulative

1990 109 368 83 314

1991 126 494 90 404

1992 261 755 182 586

1993 266 1,021 383 969

1994 294 1,315 282 1,251

1995 278 1,593 299 1,550

1996 269 1,862 299 1,849

1997 221 2,083 170 2,019

1998 183 2,266 142 2,161

1999 168 2.434 177 2,338

2000 212 2,646 222 2,560

2001 174 2,820 260 2,820
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2002 188 3,008 173 2,993

2003 209 3,217 213 3,206

2004 130 3,347 141 3,347

Source:HIV/ AIDS Epidemiology,Division of Public Health, DelawareHealthandSocial Services

Delaware’s HIV/AIDS epidemic continuesto disproportionately affecttheBlackpopulation.
Blackscomprise19%of thestatepopulationbut 66% of AIDS casesand64%of HIV cases.
Amongfemales,80%of AIDS cases and69%of HIV casesareamongBlacks,compared with
59%and64%nationally. Thenationalvs.Delawarecomparisonis even morestrikingamong
maleswhere62%of AIDS cases and61%of HIV casesarein theBlack population in Delaware,
comparedto thenationalpercentages of 35%and43%,respectively. Forpediatriccases,71%of
bothHIV andAIDS casesin Delawarearewithin theBlackpopulation.National dataon
gender/racebreakdownswereunavailable for pediatriccases.

Diabetes: DatashowsthatDiabetesis high in Delawareparticularly amongAfrican-Americans.
In 1997,theBehaviorRisk Factor SurveillanceSystem(BRFS)reportedthat6.4% Delawareans
havediabetes.6.9%of womenreportedhavingit asopposedto 5.9%men.However,9.5%non-
white femalesreported havingdiabetes.Mortality ratesarealsohigh,particularly in Sussex
County.Thefive-year annualaverage1993-1997ageadjusted mortali ty rateper100,000was
53.7for blackfemales in SussexCounty. Theoverallaveragefor blackfemalesin Delawarewas
38.9.Theoverallratefor whitewomenwas11.8and13.3in SussexCounty.According to birth
certificaterecords,3.7%of thebirthsin 1997 wereto motherswhohaddiabetes.Datadoesnot
breakdownthenumbers according to whetherthediabeteswasgestationalor preexisting.Also,
sincetherewereconcerns with theconsistency of reportingfrom thestate’shospitals,this datais
no longerreported.

Diabeteshasgrownto almostepidemicproportionsin Delawareaccording to statisticsreleased
by theDelawarePublicHealth’s DiabetesControlProgram.This stateranks15th in thenation in
theoverall rateof diabetes.This meansthatnearly 82peopleout of everythousandhave
diabetes.It getsevenworseasagesincrease. Theragemorethandoublesfor individual
between54 and64 years(166.7per1000)andpeaksat 204.4per 1000aftertheageof 65.
ThoughDelawareis oneof thesmalleststatesin thecountry,it hasthefourthhighest deathrate
of all thestates.Additionally, Af rican-Americanshadadeath rateup to threetimes higherthan
thatfor Caucasians.

To helpcombattherapidlygrowingincidenceof diabetesandto limit thedevasting resultsof the
disease,overthenextyearCheer will conduct anambitiousDiabetes InterventionProgram. The
program’sgoalswill beto forestall theonset of diabetes,bettercontrolexistingcases, and
diminishcomplicationsfrom diabetes for SussexCountycitizensage50andolder. Theeffort
will beespeciallyconcentratedin thewesternpart of thecounty,wheretheincidenceof diabetes
is highest.

To address Delaware’s high rate, thestateHouseof Representativescreated aDiabetesTask
Force.This groupidentified four barriers: educationandawareness;accessto coverage/obstacles
to benefit coordination;laborintensivenavigation of thesystem;andpsychosocialfactors.The
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Division of Public Health’s Diabetes ControlProgramhas developed seminars,supportservices
andtrainingfor families andcommunity leaders oncurrenttreatmentsfor diabetes management
anddiseasepreventionstrategies.Also theDivision hasprovidedfreehealthscreeningand
assessmentfor participantsin thecommunity intervention. Theinitial targetpopulationwas
Afr ican-Americanadults35andolderin Sussex County.TheDivision hasworkedwith a group
of community leadersto form theDelawareDiabetesCoalitionthat is dedicatedto reducingthe
burdenof diabetesand its complicationsin Delaware.Thecoalition in collaborationwith three
managedcareorganizationsdeveloped apatientandproviderflow sheet to promotetheuseof
qualitystandardizedcare.Theflow sheetsidentify for boththepatientand theproviderroutine
procedures,testsandspecialistsvisits that arenecessary to reducethecomplicationsof diabetes.

Asthma:Asthmacanbeconsideredasanindicatorfor primarycareandoverallchild healthin
thatwith propercasemanagement and adherenceto properregimen,occurrences canbe
minimized.As previouslystated, this is anotherareawheredisparities betweenwhitesandblacks
is veryevident.Blacksin Delawarehaveshownvery little progressin reducing the asthma
hospitalization ratesper100,000. Whitesalsohaveshown very little progressin reducing the
asthmahospitalizationrates,but whitesmaintainlevelsthat aresignificantlylower thanblacks.
Overthelastnineyears blackshaveshownbothprogress and recoil with asthma rates,but still
maintain about300asthmahospitalizationsper100,000. The black/whitedisparity ratiohasalso
shownvery little changeoverthe pastnineyearsandblacksarestil l at a rate of asthma
hospitalization thatis threetimesthatof whites.
Delaware’s Behavioral Risk Factor Surveyhasbeen collecting dataon asthmasince2000.In the
2002BRFSS,14%of Delaware adultsreportedtheyhadbeen told by adoctoror health
professional thattheyhadasthmaat sometime in their lives. A 2003child asthmasupplementto
theBRFSindicatedthat approximately45,000householdsin Delawarehaveat least onechild
with diagnosedasthma.In 2004,about14.4%of Delawareadultsreportedhaving beentold by a
doctoror health professionalthat theyhadever hadasthma.About10%of thestate’sadult
population reportedcurrently having asthma.Therateof children hospitalizedfor asthma
(10,000childrenlessthat five yearsof age).Theasthmahospitalization ratehas stayedrelatively
thesameoverthelastthreeyears.

Geographical Disparities: Access to Care
Overallhealthservices in therural part of thestatearemorelimitedin availability when
comparedto thenorthern New CastleCounty.

Sussex and KentCounties:SussexCountyis thepoorest in thestatewith anestimated30% of its
residentsbelow 200%of thefederalpoverty level ascompared to 23%for therestof thestate.
Theunemploymentrateis alsohigherand theaverageincomeabout$4,000lessthanthestate
average.Key informantsnoteseveralcommunities in WesternSussex andsouthof Georgetown
thathaveparticulardiff icultiesin accessingcareincludingFrankfort, Clarksville, Selbyville,
Hickory Tree,Seaford, Laurel and Bridgeville.

TheOff iceof RuralHealth, in theHealthSystemsManagementsectionof DPHwith the
DelawareRuralHealthInitiative developedtheDelawareRural HealthPlan. Theplanwas
developedby reviewingavailabledataandreportsand interviewing keystakeholders.Theresult
wasan environmental analysis of thecounty'smultiple resourcesincludingsufficiency,quality,
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andgaps. RegardingtheMCH population, theplannotedsomeof thefollowing gapsin
resources:

• Monitoring of outcomesis limited.
• Providerto providercommunicationis sporadic.
• Morebilingual capacity is needed.
• Servicesfor CSHCNarelimited in thattherearenot enoughspecialists andproviders
• Transportationlimits access.
• Adolescentaccessinto family planningservicesis problematicdueto lackof

transportationandavailability of clinic hours.

TheDivision of PublicHealth contractedwith theUniversityof Delaware’s Center for Applied
DemographyandSurvey Researchto surveyprimary carephysiciansin thestatewith the
resulting report,Primary CarePhysiciansin Delaware2001.Primarycarephysicians(PCP)
includethefollowing specialties:family practice,generalpractice,internalmedicine,pediatrics,
andobstetrics/gynecology.Theoverall findingsastheyrelate to MCH include:

• Thereareprobablysufficient primary carephysiciansin Delaware (1231:1)although
their locationandspecialtyis probablynot optimal.

• While therearecurrently sufficientnumbers today,thosenumbersareat theupper
rangeof whatis desirable (1250:1)andKent County(1678:1)is well abovethat
targetnow.

• Theremaybeaneedto encouragemoreHispanicphysiciansandSpanish-speaking
physiciansandstaff,as thatpopulationgrowsmorenumerousin thestate particularly
in SussexCounty.

• About 84%of primary carephysiciansareacceptingnewpatientsbut theproportion
acceptingnewMedicare andMedicaidpatients(67%)is significantly lower.This
alsovariesby practicespecialty.
• Morethanhalf of primarycarephysician’s time is devotedto serving Medicareand
Medicaidpatientswhile theyrepresent less than 20%of thepopulation.
• Wait timesfor appointmentsvary significantlybetweenestablishedandnewpatients
andalso by county.Thereare alsosignificantdifferencesbetween thespecialties.
• Only about45%of primary carephysiciansemploynon-physicianservices from
advancedpracticenurses,physician assistants,andothers.
• About 23%of Delaware’s primary carephysiciansdonot belong to any managed
carenetwork.Therate is highestin KentCounty(29%).
• Primarycarephysiciansare fairly well distributedin sub-areasof thecounty. The
only exception to this finding is for OBGYNs.

Practice Characteristics

The739primarycarephysiciansin Delawareare distributedacrossdifferentspecialties
andhavedifferenttypesof practices.In this section, some of the keycharacteristicsof those
practicesarediscussed.Theattributesselectedfor analysislargelyrelateto capacityand
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availabilit y for patientcare.
While in theory primary carephysiciansdeliver similarservices, theyalso practicein
their reportedspecialties.Figure 3.1 contains theestimatesfor thesespecialtiesby county.

No onespecialization reallydominatesthedistribution. In generalthenumber of
physiciansin internalmedicineis roughly equivalent to thosein family practice.Thoseclassified
asgeneral practitionersaredeclining andthevastmajority of thoseare overtheageof 65. The
numberof OBGYNsandpediatriciansin Kent and Sussexcountiesis clearlyshowinga different
pattern. Some of thiscanbeattributedto different demographics in thetwo countiesin that
residentsof Kent County aregenerally younger. Thedifferencesin the percentagedistribution
shownin Figure3.2 belowalsoreflectthesefindings.
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Source: Center for Applied Demography & Survey Research,
University of Delaware
Thedistributionin Figure3.2 shows thatprimary carephysiciansaredistributed
essentially in threemajorgroups.Onethird arefamily/generalpractitioners; onethird are
internistswho focusonadults; andone third areprimarycare physiciansfocusedon smaller
groupsof patients. About 50%of pediatriciansstop seeing patients whenthepatientsreach18
yearsof ageandthebalancewill ceasetreatmentby age21. Similarly, OBGYNsaregenerally
concernedwith femalepatients. It is interestingto seethatSussexCountyhasasignificantly
largerproportionof primarycarephysiciansin the“full -service” group.
Primarycare physicianswith family practiceor internal medicine specialtiesmay
providepediatric andOBGYN services.Theextentof this crossoverbetweenthe
specialtiesis shownin Figure3.3, below. First of all, the tableneedssome explanation.
ThelineslabeledPediatric and OBGYN includeall primary carephysicians.Thelines
directly beneathexclude thespecialists in those areas.Thus,83.9%of primarycare
physiciansin Kent Countyprovidepediatric servicesand 81.1% of non-pediatric primary
carephysiciansprovidethoseservices.Perhapsthemost interestingpartof this
information is thata largerproportion of non-OBGYN physicians areproviding OBGYN
servicesin Kent County. This is consistentwith themuchsmaller proportionof OBGYNs
available in Kent County. In contrast,thesamecannotbe said for pediatric services in
Kent County.Therearerelativelymorepediatriciansin Kent County thanelsewhere,
howevertheproportionof non-pediatric physiciansproviding thoseservicesis not lower
aswouldbeexpected.Clearlythis is a more complex issuethancanbeadequately
addressedhere,howeverit certainly relatesto the youngeragedistribution in Kent
County.
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Oneof themost critical issueswith respect to thecapacity of primarycarephysiciansis
whethertheyareacceptingnewpatients.The datawith respectto this questionis found in Figure
3.4below.Between81%and92% of primarycarephysiciansreport that theyareaccepting new
patients.Theproportion is lowestin SussexCounty. Themoreinterestingpoint is which
specialtiesareaccepting newpatients.More than90%of OBGYNsandpediatricians are
accepting newpatients.In contrast,81%of family andgeneralpractitionersareacceptingthem,
while about 84%of Internistscurrently areacceptingnewpatients.
Primarycare physicianswerealsoaskedif theywereacceptingnewMedicareand/or
Medicaid patients.Thoseresultsare alsofound in Figure 3.4,below. A cautionarynoteis needed
for interpretingtheMedicareresults. Pediatricians comprisealmost 20%of primarycare
physicians.However, theyonly see averysmall setof Medicarepatients,i.e. thosesituations
where oneof thespecialprogramsallowsachild to have accessto Medicare throughSSI (Social
Security Insurance).In reality,about 80% of non-pediatricprimarycare physiciansareaccepting
newMedicarepatientsin contrastto the68% indicatedin the table.Still, thatis well belowthe
estimates for all patients. This mayreflectthe fact thatolder patients will occupy substantially
moreof a givenphysicianstime thanyounger patients.Therearesignificant differencesbetween
thespecialties. Theacceptanceraterangesfrom75%for family practiceto 81% for OBGYN.
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Theresultsregardingtheacceptanceof newMedicaidpatientsaresimilar to thosefor
Medicare but without the cautionary note.Therearedifferencesbetweenthecountiesandwith
physiciansin Kent Countybeingthe leastwilling to acceptnewpatients of this type.Thefact that
Kent Countyhasthefewestprimary carephysiciansper personundoubtedlyinfluencesthis
result. Further,thereis a significant differencebetweenthespecialties with acceptanceof new
Medicaid patients varyingfrom63% for family practiceto 89%for pediatricians.
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Number of Persons per Primary Care Physician
by Census County Division

Source: Center for AppliedDemography& SurveyResearch,University of Delaware
Figure 4.1

Number of Persons per Primary Care Physician
by Census County Division
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There alsoseemto besomeproblemsattracting new physiciansinto Southern Delawarewhich
may leadto ashortageasthecurrentgroupagesandasthepopulationgrows,particularlyin
Sussex County. Slightly morethan80%of primarycarephysiciansareacceptingnewpatients
but theproportionaccepting newMedicareandMedicaidpatientsis significantly lower.This
alsovariesby practicespecialty. In KentCounty, thereis adifferenceof over44percentage
pointsbetweenthosePCPscurrentlytreatingMedicaid patientsandthose willing to acceptnew
ones. SussexCountyfairs slightly betterwith adifferenceof about28percentagepoints.One
reason for this differenceis thatmoretime is necessary for thesepatients.Statewide,about 24%
of overallphysiciantime arespent onMedicaidpatients. However,only 12%of thetotal
populationareMedicaid eligible. Thedifferencein physician time is not unexpected,sincemost
eligiblesarechildren.Aboveis themap showing thedistributionof primarycarephysiciansin
thestateof Delaware.
Anotherareaof needin Southern Delawareis mentalhealth. As astudydoneundertheauspices
of theDevelopmental Disabilities Planning Councilby Elwyn, Inc. Mental Health Studyfor
Delaware,PopulationAgesBirth to 24 reportedthat key informantsin thementalhealth
communities in KentandSussexCountiespointedto a lackof servicesproviding behavioral
healthcarein eithertheprivateor publicsectors. Thedraft RuralHealthPlanlists other
concerns:
- Ambulatory chemical dependency and substance abuseservicesappearto be insufficient;
- Child andadolescent services are insufficient;
- WellnessCenterstaff report significantaccessproblemsfor mentalhealthservicesfor

childrenandadolescents
• No formal processis available for adolescent behavioralhealthreferralsor for linkages

betweenprimarycareand behavioralhealth resources
• Thereis 0.5FTEchild psychiatrist in thecounty,locatedon thecoast;there areno

pediatricor adolescentbehavioral health unitsor hospitalservicesin Sussex County
• Knowledgeof, andlinkagesbetween resources (communication), in thechild and

adolescentpopulationarelacking

New Castle County: TherearepocketsthroughoutNew CastleCountywhereaccessto health
careis aproblem. In addition to Wilmington, thelargestcity in thestate,thereareotherareas
wherepoverty,lackof transportation, cultural barriers,etc. arecommon.Theseareasincludethe
Rt. 40 corridor, theMiddletown-Odessa-Townsend(MOT) area, andClaymont.

TheMOT areaneedsmental health services,services for cancerpatients,andtransportation.
This areahasgonethroughremarkable growth in thelast10 yearswith many middleandupper
middleclass families buildinghomesin theMOT area. It hasoneof thefew schooldistricts that
areaddingnewschools.It added anewhighschool a few years agoandplansto addanew
kindergartenandgradeschool. However,serviceshavenot kept pacewith thegrowth.
Physicianswhocometo theareato practicehaveno troublefilling theirwaiting rooms. Despite
theinflux of thewell-to-do families, thereareeconomicallydisadvantagedareasin all three
townswherejoblessness,alcohol,anddrugshavebeenthenorm.

TheRoute40corridoris an areaof small developmentsinhabited by theworking andnon-
working poor. Not only is transportationnot routinelyavailable,but therearenostoresor
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activitiesthatarein walking distance.In fact,walkingonRoute40 is dangerousbecausethere
areno sidewalksandthetraffic movesquickly.

Claymontin NorthernNew CastleCountyis an urbanareawherethere arepocketsof poverty
andtransportationis morediff icult than in thecity. Usingpublic transportation,it can takeas
muchasa full dayfor apersonliving hereto getto andfrom a clinic.

City of Wilmington: Thecity of Wilmington is like mosturbanareasthroughout thenationand
hascorrespondingly high ratesof teenfertility rates, infantdeaths,children bornto single
mothers, juvenilearrestsandAIDS cases.AlthoughWilmingtondoesnot havea city health
department,it hasrecently focusedmoreon thehealthneedsof its populationandhasrecently
hiredaPublicHealthOfficer.

DPHand Wilmingtonworked togetherto assess need througha Healthbenchmarkingproject.
Key informants(about40people)wereinterviewed throughout thecity of Wilmington to
identify thekeyareasof need in thecity.
Theresults weresummarizedinto sevenmain focusareas:

• Improving youthandadolescent health
• Supporting HealthyBehaviors
• ImprovingAccessto healthcare
• EnvironmentalHealth
• Monitoring Wilmington'sHealth
• CreatingaHealthStructure for theCity
• Improving thehealthof olderadults

AlthoughWilmingtonhasmajorhospitalsandavailablephysicians,accessto care remainsa
problem in thefollowing areas:

• Locationsandservicetimes which arenot convenient
• Transportationwhich is not accessibleor affordable
• Too few culturallycompetenthealth careproviders,preferably bi-lingual
• Lackof pharmacyservices for theuninsuredand under-insured
• Lackof Dentalcare
• Few Ancillary services
• Lackof health insurancecoverage

As a result of creating a healthstructuregroup, thecity created aPublicHealthOfficer position.
ThePublicHealthOffice has recently createdavisionalso basedon findingsof the
Benchmarkingprocess.Of notein regardsto theMCH populationare:

• To coordinatewith thestateagenciestheflow of informationpertaining to health issues
including, but not limited to, diabetes,sexually transmitteddiseases,mentalhealth, infant
mortality,andleadcontamination.

• To help with theeducational effort promotingresponsiblesexualbehaviortendingto
reduceteenagepregnancy.

• To help find answersto theproblem of substanceabusewhichmustincludealcohol and
tobaccoagendasandaddressingthetobaccouseamongadolescents.
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• To help communityorganizationsformulateprogramsaddressingtheissuesof physical
activity andobesity/overweight

• To help promotehealthy communities.

In addition, thecity created thePhysicianAdvisoryBoardfor theMayor,which theDirectorof
Public Health co-chairs.As a result of themonitoring health work group,thecity contractedwith
Kids CountandtheUniversity of Delawareto produceWilmingtonCounts.

In October1999,theCity of WilmingtonandWilmingtonHealthy Start heldaHousing
Roundtablefor Pregnant andParenting teens.Needsidentifiedwere:domesticviolence
programs,child careand after schoolcare, casemanagement,emergencyassistance,
transportation,coordinationandcollaborationbetweenleadagencies,healthinsurance,substance
abuseservices,health servicesnear housing,safe environments,budgetingand lifeskills training,
stress management,andparenting.

B. Program Capacity by Pyramid Levels

1.) Direct Care Services and Enabling Services

Access to Care
Of great concernin Delawarehas beenaccess or early entryinto carefor pregnantwomen
in Kent County. DelawareusestheKessnerIndex to determineaccessto careand just this
yearusedtheKottechuck Index as well. Bothshowan acrosstheboard reducedaccess to
care.

Thereareno clear-cut answers to this situation.TheDivision of Public Healthand the
Officeof HealthStatistics areworking closelywith thenewly to beformedHealthyMother
andInfant ConsortiumandKent Countyprovidersto determineroot causes andto address
them.Initiation of thePRAMS surveymayhelp. TheInfantMortality Forumfinal report
has moredetailsonaccessto care.

Financial Access
Impact of Medicaid and managed care
Satisfactionwith Health CarePlans:Satisfactionwith healthcareplays a largerole in
accessingcare.If anindividual is dissatisfied with herdoctor,shemaynot enter into care
assoonassheshould.If sheis unawareof whatherhealth careplanpaysfor, shemaynot
attemptto accessaneededservice. TheDelaware HealthCareCommission fundeda
ConsumerAssessmentof Health PlansStudy(CAHPS)in Delaware.A majorcomponent
of thestudywasasurveyof adults,age18and above,abouttheirexperienceswith their
healthplanandmedical careduringtheprevioussix months.At thetimeof thesurvey,
74%of Delaware’snon-elderly adultswereenrolled in someform of managedcare.

This surveyfollowedonethat hadbeenconductedin 1997but morepeopleweresurveyed
allowing for moredetailed comparisons.Onekey finding wasthatDelawareansaremore
satisfiedwith theirhealth plansthantheywerein theprior year. The1998findingsalso
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showedastatisticallysignificantdifferencein satisfactionbetweenmanagedcareand fee
for serviceenrollees.Feefor serviceenrolleesweremoresatisfied. This wasachangefrom
thepreviousyear whenthereis nostatistically significantdifference.Interpretationsfor this
gaparethattheenrolleesremainingin feefor serviceare likely to be themost satisfied
with theirplan;survey sample increase; deterioratingmanagedcarequalitywhichseems
unlikely thatit woulddropsomuch in oneyear;andthe“bashing”of managed carein the
media.On theotherhand,overall ratingsof health careandratings of specialistsshow no
significantdifferencesbetweenmanaged careandfeefor service. Formostof thespecific
measuresusedby thesurvey,therewas no differencebetweenmanaged careand feefor
service.Eventhoughthesurveywasdated,it reflectsthecurrentstatusof theimpactof
managedcare.

Benefits: TheMedicaid managed careplans(DiamondStateHealth Plan) coverall of the
basic Medicaidservicesaswell asenhancedcarefor pregnant womencalled SmartStart
andcomprehensiveEPSDTservices.Postpartum homevisits arealsorequiredunderthe
plans.Family planningbenefits areextended for all womenwith Medicaid for two years
aftertheyloseeligibilit y for comprehensivecoverage.Freedomof choicefor family
planning servicesis still protectedsothata womanmaygo to anyqualifiedproviderfor
family planningservices regardlessof theplanin whichsheis enrolled.

As Medicaid participantsbeginutilizing theirmedicalhomesandprimary careproviders,
there is muchlessdemanduponpublic healthto providedirect medicalservicesat public
healthclinics,althoughthis variesin each county. All pregnantwomen,regardlessof
insurancestatus,identifiedas “at-risk” mayobtainSmart Startservicesthatarecurrently
providedthroughthree agenciesincludingDPH. Becauseof thenewstricterfederal
regulations,Medicaidcannotpayfor SmartStartservicesto undocumentedimmigrants,
although Medicaidfundscan payfor basic treatment.Fundingfor DPH SmartStart
servicesis providedthroughTitle V, Medicaid andrevenuedollars.

Theswitch from fee-for-serviceMedicaid to managedcare,haslimited someof the
opportunitiesfor DPHto comeinto contactwith thesewomen andenroll themin programs
suchasSmart Start. However, othermethodshavebeen developedsuchasco-locating
DPHstaff in OB-GYN offices.Anotherareaof concernis thatmanagedcarecompanies
haveestablishedauthorization proceduresthatarecumbersomeanddifficult to track.They
also havehaddifficulty in retrieving reliableencounter datafrom physicians.PublicHealth
staff have recentlybeen meetingwith theMCOs to sharesomeof theirexperienceswith
establishingencounter datasystems,trackingclients,andensuringthatpatientsreceive
follow-up check-ups. In addition,oneof thetwo remaining managedcare providershas
recentlyswitchedto fee-for-service for its enrolledphysicianswhichmayhelp to provide
thenecessarydata to track programsuccess.

Cultural Acceptability
Culturalissuesoftenpresent barriersin providinghealthservices.Throughoutthestatea
majorissueis thelanguagebarrier. LanguagesspokenincludenumerousSpanishdialects,
Pakistani,Chinese,Creole, Haitian, Korean,Vietnamese, andseveralAfricandialects.
EvenAT & T's third partytranslation programfaces difficulties with theSpanishlanguage
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becausetherearesomany dialectsthat exact translationis impossibleandthetranslators do
not knowhowto translatemedical terminology. Such translationalso takesa lot of time
andreceptionists saythey donot havetime to usetheservice. Hospitalshaveonly sporadic
translationservices.Oftentheycall upona family member without ahealthbackground
andin manycaseschildren. In at leastoneinstance,a child attendedthebirth of his sibling
sohecouldtranslatefor his mother.

Othercultural differences exist which presentotherproblems.For instance, somecultures
objectto amancominginto thehometo give achild therapy if theman of thehouseis not
home. Although hemayrequest awomantherapist,theagencymaynot haveone. Also
womencomingfrom othercountries,suchasGuatemala,havenot hadaphysical exam.
Someof thesewomen havecometo family planningclinics andhavebeen shockedthat
theywould needto beexamined. Theseissuesrequirenot only sensitivity from staff but
time to work with thewomanto help her achieveacomfortlevel with theexam.

Availability of Prevention and Primary Care Services
OBGYNs:
Primary carephysicianshaveavailable to themresourcesto extend theirownabili ties to
servepatients.Theadvancedpracticenurse(APN), thecertifiednursemidwife (CNM), and
thephysician’sassistant (PA) arethemosttypical suchresources.Therearesignificant
differences betweenthespecialtieswheretheOBGYN andpediatricprimarycare
physiciansarefar morelikely to employall of thesealternativeresources.(Seebelowfor
moredetail.)
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Midwifery: Therearelessthan 20midwives in Delaware. TheBirthingCenter in northernNew
CastleCounty employees theservicesof midwiveswhodeliverabout80babiesa year. A few
yearsago,KentGeneral Hospitalclosedits maternitycenterwhich includedmidwife services.
TheDivision of PublicHealth participated on a transitioncommitteewhichworkedto ensure
thatprivatedoctorswere ready to take additionalpatientsandto ensurethat theuninsured
receiveservices.OB/GYN Associatesworkedwith thestateto enhancetheiravailableservices.

Service Area #1: Primary Care Needs

• Sussex County is currentlydesignated as a Medically UnderservedArea (MUA), and as a
PrimaryCareLow IncomeHealth Professional ShortageArea(HPSA). Designationis based
in parton theoverallnumberof full timeequivalent(FTE)physicians.

• According to the PrimaryCare Physicians in DelawareReport(PCPReport, 2001), which
wascompiled by the University of Delaware’sCenterfor Applied DemographyandSurvey
Research:

- Thereis oneFTE primary care physician per 1,231 people in Delaware; 1:1,318
peoplein SussexCounty; and1:1,678people in Kent County.

- Thenumberof FTE primary carephysicianshasincreasedin each of thecounties
between1998and2001:

1998 2001

Delaware 610 636.5
NewCastle 429 442.2
Kent 72.3 75.5
Sussex 108.7 118.8

• Eight percentof theprimary care physicians in Sussex Countyareof Hispanicorigin, which
is higher thanthestate(4.3);NewCastleCounty(3.9);andKent County(1.3).

• The estimatedneed for additional primary care providersdiffers when taking a “by the
numbers”view versusdocumentingtheexperiencereported by individualsrelatedto “limited
practical accessor availability” of numerically adequateproviders. Access may also be
compromiseddueto thefollowing factors:

- Practicesmaybeclosed to new patients.
- Practicesmayaccept limited insurance(public healthinsurance,suchasMedicaid

andStateChild HealthInsuranceProgram(SCHIP),aswell ascommercial).
- While the federal criteria for FTE (hours of practice per week) are met,

productivity is not considered (i.e., low productivity would effectively reduce
capacity).

- Typical hoursof operation (noeveningsor weekends).
- Lack of knowledge or skill in the care of special populations(e.g., disabled,

child/adolescent,AIDS, andgeriatrics.
- The primary care capacity is clustered aroundhospitals, especially for OB/GYN

services, thus making access geographically difficult for some citizens –
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particularly those lacking private transportation. This geographic problem is
institutionalized, to some degree, by hospital credentialing rules requiring
physiciansto livewithin 30milesof thehospital.

- Cultural accessibility (Hispanic population) and multi-lingual capacity are
limi ted.

• TheUniversity of Delaware,Centerfor Applied DemographyandSurveyResearch compiled
themost recentDelawareansWithout HealthInsurancereport in 2001(DWHI Report).

• According to the DWHI report, approximately10.9% of SussexCounty residents are
uninsured. This is slightly higher than New Castle (10.5%), and lower than Delaware
(11.3%)andKent (15%).

• According to the DWHI report, approximately 88,000 Delawareansare without health
insurance. Of that, 16,000 are from Sussex County, 20,000 are from Kent County and
52,000arefrom NewCastleCounty.

Service Area #1: Primary Care Resources

Summary of Findings: Primary Care Gap Analysis

• Awareness: Hospitals makemedicalstaff directories available andprovide information on
available primarycarepractices. DPH developedand distributed a HealthCare in Delaware
brochure,which provides information on available resourcesstatewide(including Sussex
County).

• Access: Improvementshavebeen made to access/intake.SussexCounty hasnumerically
adequatecapacity,but problematic geographic distribution. Fewerthan 37% of PCPsites
have Spanishbilingual capacity. 26% of Sussex County PCPsdo not participatein a
managedcarenetwork. Primary careaccessfor special population is problematic.Providers
treat 92.4%of Medicaid patients with 70.2%accepting new Medicaid patients. Providers
treat88.8%of Medicare patientswith 74.5%acceptingnewMedicarepatients. Recruitment
of health individualsto provideprimary “well care” remainsproblematic.

• Direct Service: Primarycareservices areavailable throughprivateproviders, hospital based
providers and community health centers. La Red Health Center opened in 2001 and is
serving approximately 3,000 customers annually. The Kent Community Health Center
(DelmarvaRuralMinistries)provides primary careservicesin Dover.

• Referral: Linkages with behavioralhealth, geriatric specialists, anddentalservicesremain
questionable.

• Monitoring: The2000Consumer Assessment of HealthPlansin Delaware measuresquality
and accessibility to primary care and gave SussexCounty a quality rating of 7.9 (out of a
possible 10) while managed care organizations received a quality rating of 7.7 (out of a
possible10).

• Infrastructure: Hospital bylawsrequirephysiciansto residewithin 30milesof hospital.
• Leadership: Delaware Rural Health Initiative (DRHI) will provide a leadership role.

Hospitals, the Division of Public Health, the Delaware HealthCareCommission (including
DIMER), andphysician organizationshavetakena leadership role in increasingprimarycare
access.
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• Planning: TheDelawareHealth Care Commission(DHCC) hastakena coordinatingrole in
recruiting health careprofessionalsandhavingdataavailable.

• Communication: Communicationacrossall provider networkshasimproved.

Availability of Speciality Care Services
Alcohol and Drug Abuse Programs: Accordingto astudycompletedby theUniversityof
Delaware for theDivision of Alcoholism,DrugAbuseandMentalHealth,PrevalenceandNeed
for Treatmentof Alcohol andOtherDrugsAbuse AmongWomenin Delaware, lack of research
regardingdrugabusingwomen has made it difficult to develop programsspecificallygearedto
women. However,studieshaveshownthatfemale-specific programshave ahighersuccessrate.

Reflections,thesubstanceabusecenterat GovernorBacon locatedin DelawareCity, NewCastle
County,has a capacityof 12mothersand4 infants. Infantsmustbeunder6 monthswhenthe
motherenterstreatment,asthefacility is not functional for toddlersandolderchildren. This is
theonly residentialtreatmentcenteravailable exclusivelyto women.

2.) Population-Based Services

Newborn Screening
This program is responsiblefor identifying, in the newborn period,certaindisorders which, if
untreated, result in mental retardation and other disabilities. Our efforts include screening
servicesfor over 31 disorders provided at thebirth siteprior to dischargeand repeatedbetween7
and28 days.Delaware Public Health regulationsrequirethat all babiesbe screened.However,
regulationspermit famil ies to decline screening for their baby if their religion prohibits such
testing.

DPHcounty field staff will continueto supportthescreeningprogramby providingfollow-up in
thehomewhenscreeningshavenot occurredin thehospital(i.e., homebirths)or a repeatscreen
is needed.While mostrepeat screensarecompleted in thehospital,a referral is madeto Public
HealthNursingfor ahomevisit if an infantwith anabnormal HMD cannotbelocated.

Thestatewill continueto screen for Phenylketonuria(PKU); Congenital Hypothyroidism(CH);
Galactosemia,Hemoglobinopathies,BiotinidaseDeficiency,andMapleSyrupUrineDisease
(MSUD).

TheExpandednewbornscreening will continue,however,becauseof ethical considerations,
only thoseproblems thatcanbetreated aretested.TheyareHomocystinuria,MSUD,
Tyrosinemia,Ureacycledisorders,otheraminocidopathies,MCAD, otherFattyacidoxidation,
Methylmalonicacademia,Proprionic academia, Isovaleric academia,Glutaricaciduria 1, other
organicaciduria,andG6PDdeficiency.

FundingMechanism: Newborn Screeningdollarsaregeneratedthroughrevenue.
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Geographic Availability/Distribution: Delawarehasanoutstanding record in meetingthis need.
Everybirthinghospitalparticipates.

Universal Newborn Hearing Screening
This programis responsiblefor assistingDelawarebirthing facilities to achievethegoalfor
everybabyto haveahearingscreening prior to discharge. Oureffortsincludecoordinating
activitieswith theDelaware Infant Hearing Assessment andInterventionProgram,centralizing
hearingscreeningdataandtracking, andprovidingfollow-uponbabieswho fail thescreens. All
Delawarebirthing facilities providehearingscreeningprior to discharge.

Regulationsfor theBirth DefectsSurveillanceandRegistryProgramrequire thereportingof all
birth defectsincludinghearing impairments. All Delawarebirthingsites voluntarilyscreenthe
hearingof newbornsand report resultsusingasystemsetupby theNewbornScreening Program
office. Ninety-eightpercent (98%)of thebabiesbornin Delawarewerescreenedfor Newborn
Hearing. TheNewborn Hearing Screeningprogram identified twenty-oneinfantswith ahearing
loss in 2004.

TheHearingAid LoanerProgram loanedout hearingaids to 2 babiesdiagnosed with ahearing
loss.Programinformationwasplacedon theNewbornHearingScreeningwebsiteto ensurethe
utili zationof theprogram.

A datacommitteewasdeveloped to undertakeour ongoingproblemswith definitions,andhow
to breakout thedata. Thedatacommitteewill decidewhat“lost to follow up” meansandwhat
datashouldbereportedat thestateandhospitallevel.

With theDE Newborn Hearing ScreeningProgramin placeall DE babieswhoarereferredfor
diagnostic evaluationas a result of theirhearingscreeningwill befollowedthroughtheProgram
Office.TheCentralReader’s Station at theprogramoffice recordsall pertinentinformation and
theNewbornHearing Coordinatorcontactsparents,providers, andtheMedical Home. Birthing
facilitiesreceiveQuality AssuranceReportsfrom theProgramandscheduledvisits. Theprogram
aimsto achievea goal of 100%diagnosis for all babies referredand100%amplification for all
babiesdiagnosedwith deafnessor hearing loss.

FundingMechanism: Fundingfor hearingscreensis primarily throughfederalgrants.

Geographic Availability/Distribution: Hearingscreensareprovidedat thesix birthingsites, the
tertiarycarehospital for children,theBirth Centerandthemidwife for theAmish.

Breastfeeding Promotion
TheWIC programsupports thereinforcement of theWIC NationalBreastfeedingCampaign,
Loving SupportMakesBreastfeeding Work throughlocal media,andthedistributionof pins,
pens, banners,posters,baby blankets,breastfeedingresourcetexts,andothermarketing materials
to thoseagencies,employees,participants and facilities thatparticipatein theproject.Clients
receiveencouragement, information, andeducationfrom WIC, FamilyPlanning,andSmart Start
visits in thehome.WIC contractswith thethreetheatresto run theLoving Support Makes



54

BreastfeedingWork logo asaslideprior to featurefilms. Presentationsby theBreastfeeding
Coordinatorareongoing.
Breastfeedingis a topic includedat multidisciplinary assessmentin nutritiondiscussions.DPH
facilitatesobtainingbreastpumps,special formulasasneededfor special needsinfants.

FundingMechanism: Fundingdependson thespecificprogram. WIC is a federallyfunded
program.

Geographic Availability/Distribution: Promotionis availablethroughouttheState.

Folic Acid

TheMarchof Dimesprovidesleadershipto theFolic Acid Coalition. TheFolic Acid Coalition
continuesto function.Thecommitteemeets quarterly andthelastmeeting wasJune27,2005.
Currentprojects areasfollows:
1. Thecommitteeis meetingwith PanamaPartners with theintentionof sharingour Folic Acid
promotionswith Panama.
2. Folic AcidMan/Womanis a trademarkedpromotiondevelopedby theFolic Acid Coalition
of Delaware. Rightsareheldby theDelawareChapterof theMarchof Dimes. In addition the
coalitiondevelopedan activity book, Adventuresof Folic AcidMan,whichmeets thecurriculum
guidelinesfor middleschool studentsandis available for teachers.
3. Marchof Dimesmailer to OB/GYNsand family practicedocswill include2 folic acid
pieces.

FundingMechanism: Thecoalitionactivities arefundedprimarily throughaMarchof Dimes
(MOD) chaptergrantto ChristianaCare's CommunityBasedWomen& Children'sHealth
Services.

Geographic Availability/Distribution: This effort is astate-widecampaign.

Home Visiting Program
DelawareofferstheHomeVisiting Programto all first timemothers of newborns.Homevisits
areconductedby several homehealthagencies. If asecondhomevisit is needed, thesecanbe
undertakenby avarietyof agenciesbasedon identified needs.Secondvisitor agenciesinclude
BabySteps,Parents asTeachers,PublicHealth’sSecondVisitor programs, andCommunity-
BasedParentEducationandSupport.

FundingMechanism: Fundingfor this programis provided throughStateGeneralFunds.

Geographic Availability/Distribution: Services areprovidedto all newmothers.

Lifecycle #1 – Needs of the Infants and Perinatal Population

• Key outcome indicators of infant and perinatal health care effectiveness are the
neonatal/infantmortality and low birth weight(LBW) rates.
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• In Sussex County,infant mortality and neonatal mortality dropped duringthelast two 5-year
periods.

• Low Birth Weight hascontinuedto rise from a favorablelevel (pre-1995) to approach the
higherstaterate.

• The SussexCounty infant mortality rate (8.1) is higher than the US (7.1), but lower than
Delaware (8.4) andNew Castle County (8.5)1. SeeTable1. Kent County hasthe highest
infantmortality rate(8.6).

• Infant mortality ratesrepresentthe number of deathsto childrenunderoneyear of ageper
1,000births.

Table 1
Infant Mortality Rates
US vs DE vs Counties
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• The SussexCounty neonatal mortalit y rate(5.3) is higher thanthe US (4.7), but lower than
Delaware(5.9),KentCounty (5.9)andNewCastleCounty(6.0)2. SeeTable2.

• Neonatalmortality ratesrepresent thenumberof deaths to childrenunder28 daysof ageper
1,000live births. Causes areusually very low birth weightor congenital anomalies.

1 TableE-4, DelawareVital StatisticsAnnualReport, 2000,page196.
2 TableE-5, DelawareVital StatisticsAnnual Report, 2000,page199.
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Table 2
Neonatal Mortality Rate
US vs DE vs Counties
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• The Sussex Countypostneonatal mortality rate (2.8) is higher than the US (2.4); Delaware
(2.5);KentCounty(2.7);andNewCastleCounty (2.4)3. SeeTable 3.

• Postneonatal mortality ratesrepresent the numberof deathsto children 28 to 364 daysof age
per1,000live births.

Table 3
Postneonatal Mortality Rates

US vs. DE vs. Counties
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• TheSussex County low birth weightpercentage (8.3) is lower thanthestate(8.6)and New
Castle County(8.8)but higher than thenation(7.5),KentCounty(8.1).4 SeeTable4.

3 TableE-6, DelawareVital StatisticsAnnualReport, 2000,page201.
4 TableC-37,Delaware Vital StatisticsAnnualReport, 2000,page100.
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Table 4
Percentage of Low Birth Weight Births (<2500 Grams)

US vs. DE vs. Counties
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• TheSussex County percentageof live birthsto single mothers(44.7)is higherthanthenation
(32.8);thestate(37.1);New CastleCounty(34.8);andKentCounty(38.0). 5 SeeTable5.

Table 5
Percentage of Live Births to Single Mothers
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• TheKentCounty percentageof mothers receiving prenatal carein thefirst trimester(69.4) is
lower thanthenation(80.5); thestate(83.1);New Castle County(88.7);and Sussex County
(76.1)6. SeeTable 6.

5 TableC-17,Delaware Vital StatisticsAnnualReport, 2000,page79.
6 TableC-49,Delaware Vital StatisticsAnnualReport, 2000,page117.
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• Blackwomenin Kentand Sussex Countiesarelesslikely to receiveadequateprenatalcare.
• TheSussex County percentageof birthsto Black mothersbeginningprenatalcarein thefirst

trimester (67.4)is lower than thestate(76.9);New CastleCounty(81.7);andKentCounty
(67.5).7 SeeTable7.

• TheSussex County percentageof Hispanicmothers receiving prenatal carein thefirst
trimester (45.7)is lower than thenation (71.4);thestate(69.4);NewCastleCounty (81.3);
andKent County (60.1). 8 SeeTable7.
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Table 7
Percent of Live Births to Mothers Receiving Prenatal Care in the First

Trimester by Race and Hispanic Origin
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7 TableC-51,Delaware Vital StatisticsAnnualReport, 2000,page119.
8 TableC-53,Delaware Vital StatisticsAnnualReport, 2000,page123.

Table 6
Percentage of Mothers Receiving Prenatal Care in the First Trimester

US vs. DE vs. Counties
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Lifecycle #1 Update

• Access to Care: TheLa RedHealthCenteropenedin Georgetownin 2001andis providing
primary careandmaternity services. TheKent Community Health Center in Doverreceived
federally qualified health center statusin 2002andis planningto add maternity services in
thefuture.

• Monitoring: The DelawareVital Statistics Annual Report is used to monitor the reported
indicators. Theinfant mortality rateis rising– initiatives areunderwaybetweentheDivision
of Public Health and the Perinatal Board to researchcauses and implement strategiesto
reversethis trend.

5. Children and Adolescents

A. Major Health Issues, Gaps, and Disparities

1.) Delaware Early Childhood Focus Group Study Findings and Recommendations

Therecommendationsbasedon thecollective findingsandconcernsof thegroupswere
asfollows:

1) StepsNeedto BeTaken to ImprovetheProcessby whichFamiliesObtain
Information aboutEarly ChildhoodServicesandResources.
• StrengthenExistingSourcesof Information
• TrainProvidersof Early ChildhoodServices to BeMoreEffectiveat Dispensing

InformationandMaking Referrals
• More Informationneedsto beavailable in Spanish
• Families needto beinformed of servicesand resources onmultipleoccasions

2) Servicesand Information shouldbetargetedat all families in Delaware.

• All IncomeGroups-parentswith diverseincomes oftenneed supportand
assistanceonavailability of resourcesandinformation.

• HispanicFamilies- Stateagenciesandotherprogramsshouldwork
collaborativelywith existingservices targetedat Hispaniccommunitiesto ensure
abroadrangeof servicesanddevelop trustingrelationshipswith this fast-growing
population.

• Grandparents-extensiveefforts shouldbemadeto reach out to this populationto
offer resourcesor servicesto assistthemin meetingthechallengesof parentingin
today’sworld.

• Mili tary Families-Partnershipwith militarybases to ensurethatthesefamilies
haveaccessto local resourcesandservicesshouldbepriority, asoftenthese
families areundertremendousstressand lack adequatesupportsinitially due to
mili tary relatedresponsibilities.

3) EffortsNeedto BeUndertaken to IncreasetheSupplyof High-QualityChild
CareandPre-Schoolin Delaware.
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• Improving theQuality of CareAmongExistingProviders
• MakingHigh QualityEarly CareandEducation MoreAffordable

4) OpportunitiesNeedto BeCreated to Enhance theAbili ty of HealthCare Providers
to ServeasaGateway to ServicesandInformation.

5) ParentingEducationandSupportNeedsto Be Family-focused.

6) Programsfor Childrenwith Special NeedsShouldFocuson Both theChild
andtheFamily.

7) Thereis aNeedfor Initiativesto AddressMaternalDepression.
• Increasedprovidertraining onall aspects of maternaldepressionandappropriate

community resources.
• Providefollow-up to anyonereferredfor maternaldepression to ensure

appropriateserviceswere obtained.

8) TheStateMedicaid AgencyShould ExamineHow It Communicateswith
Hispanic Families
• All formsandnoticesshouldbein Spanish
• Convenea Latinopanel to reviewandrevisetheSpanish-languagenotices&

forms.
9) Effortsareneededto AddresstheShortageof HealthcareProvidersfor Downstate

Latino Families.
• Establish scholarshipor loanprogramsto encourageHispanicsto pursue

healthcarecareersin DE.
• Bilingual assistanceto current providers whoareableandwil ling to servethis

population.

2.) Injury Prevention

Unintentionalandintentional injuriesare theleadingkiller of children and adultsaged1 to 44 in
Delaware. The five leadingcausesof fatal andnon-fatal injuries in this age group are: alcohol-
relatedcar crashes,poisonings,homicide, suicide anddrowning. All of these injuries have risk
factorsthat can be predicted and prevented;therefore, injuries must not be viewed as random
accidents but aspredictableandpreventableoccurrences.

Eachyearin Delaware, approximately 37 per 100,000peopledie from unintentional injuries and
approximately 18 per 100,000 peopledie from intentional injuries. The burdenof injury to
society includesnot only the lossof humanlife, but alsohospitalizationandhealthcarecosts,
unemployment and the reduction of quality of life for those left disabledas a result of their
injuries. Specifically, in 2001,moreyearsof potential life (years of life before the ageof 65)
were lost becauseof injuries than from any other cause, costing Delawareup to $3 million
annually.



61

There is much work to be done to reduce the burden of injuries in Delaware; however,
throughoutthe pastfew yearsprogresshas beenmade,particularly in addressingunintentional
injuries. As shownin Table 1 below, the rates of motor vehicle-related andpoisoning-related
fatal injuries have decreased, albeit not significantly. This progress is the result of several
statewide efforts, including: collaboration between agencies to increasepublic awareness of
modifiable risk behaviors;passageof legislationsuchasa seat belt laws andblood alcohol laws;
andthemodificationof environmental factorsto reducerisks.

Table1 belowshowsthebaselineandmilestonefor fatal injury preventionin Delaware.

DE rate (per
100,000)

Mechanismof
Injury

1998 2001

Nationalaverage,
2001

SafeDelaware2010
target

Motor Vehicle
Injury

15.6 15.3 14.9* 12.8

Fall 3.3 4.2+ 5.6 2.3
Drowning 1.2 1.0 1.4
Traumatic Brain
Injury

17.3 15.2

Poisoning 5.6 5.1 7.8 1.8
Fire/burn/flame
injury

1.1 2.9+ 1.3* 1.3

Homicide 5.3 4.3 7.1 4. 0
Suicide 11.3 13.3+ 10.8* 11
Firearm-related
injury

8.9 9.4+ 10.3

Dogbite
* Indicates thattheratein Delawareis significantly higherthanthenationalaverage.
+ meansIndicatesthattheratein Delawareis increasing.

Source: Health People Delaware 2010, Delaware Vital records 2001

Thedevelopmentandimplementationof Injury preventionactivitiesin Delawareis basedon the
Injury Prevention Framework which is illustratedin thefigurebelow.
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Source: Carolyn Runyun, University of North Carolina, Injury Prevention Program.

Source: Carolyn Runyan, University of North Carolina, Injury Prevention Program.

In 2001, a group of federal, state, non-governmental organizationsand foundationscame
together in Delaware to form an Injury Coalition underthe auspicesof the Division of Public
Health,Office of Emergency Medical Services. In order to give direction to this collaboration,
the Injury PreventionCoalition developeda statewide Injury Prevention StrategicPlan. The
purpose of this statewidestrategic plan is to provide a sector-wide framework for injury
prevention in Delaware. Theplan addressesthenine focusareas shown in Table1 above, which
wereidentifiedby the coalition asthemain causesof injury anddisability in Delaware. A plan
for eachfocusareawas developedby nine work teams,which consisted of members from the
Injury PreventionCoalition as well asprofessionalsandcitizenswith passionfor andexperience
in the topic areaunder review. Theseseparateplanswerecombinedto form an overall stateplan
for injury prevention. Five draftsout of tenwerereviewedby thecoalitionandoutsidepartners
beforetheplanwasfinalized.

Becauseinjuries have modifiable risk factors that can be predicted systematically,each work
team usedthe public health approach to define and identify risk factors for their topic area.
Next, teamsreviewedthe literaturefor best practices and identified implementationstrategies
basedon effectiveness as well as the financial, social, technical and political feasibility in
Delaware. Work teams identifiedgoals,objectivesand actionsteps to aid in demonstrating that
the plan was effectively addressing the selectedinjury topic. Objectives are based on the
HealthyDelaware2010statewidehealthpromotionplan.

The Injury PreventionProgramwithin theDelawareOffice of EmergencyMedical Serviceswill
coordinate the implementation of the plan. Each focus area shall be implementedthrough
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existing injury prevention programs statewide.Eachplan hasprocessand outcomeindicators
which will be reviewed during quarterly meetings by the Injury Advisory Council
(representativesfrom each focusarea), andbi-annuallyby the Injury Prevention Coalition asa
whole.Thecoalition is hopeful that throughthis plan thevision of promotingsafe communities
in Delawarewill be reali zed,asmeasuredby less fatal andnone-fatal injuries, fewer risk taking
behaviors, safer environment, and the reducedincidence of disability resulting from both
intentional and unintentional injuries. Through effective surveillance, coalitions, training,
communication and evaluation initiatives, Delawareans of all age groups will recognizeand
appreciatethat injuries are preventable and will take charge to reducerisks. [Source: The
Strategic Planfor Injury Prevention,2004-2010.]

Eachof thechapterswithin thestrategicplanpresents theindividual injury prevention plans
developedby eachof theninework teamsasdiscussedabove.Each individual plancontains a
descriptionof theinjury problem, bestpracticestrategiesto preventor reduceits occurrence,and
thegoals, objectivesandactionstepsthatthestatewill taketo bringaboutthis reduction. For the
purposeof this needsassessment,thechapterson motorvehicleinjury, traumatic braininjury,
andsuicideswerechosenasspecific mechanismsof injury to review.Of noteis theactive
participation of theMCH Director andstaff over theyearsleadingup to thedevelopmentof the
strategic plan.Below is thesynopsisof eachasextractedform thestrategic plan:

TRAUMA TIC BRAIN AND SPINAL CORD INJURY PREVENTION

I. STATEMENT OFTHE PROBLEM

Traumatic braininjury (TBI) is thenumber onecauseof deathanddisability in bothchildren and
adults. TBI is the largestacquired disablingcondition of childrenandadolescents,with 15-24
year-olds at highestrisk. In the United States, a TBI occursevery 21 seconds. Every five
minutesonepersonwill die and anotherwil l becomepermanentlydisableddueto brain injury.
In 2003,1,367Delawarecitizenssustaineda TBI requiring hospitalization(DelawareTrauma
SystemRegistry). Ninety percentof TBI victims havediffi culty with understanding, reasoning,
learning, memory, and/or emotions. Sixty-one percent suffer from muscle weaknessor
uncontrollable movement, paralysis, or coordination problems. A TBI survivor’s lifetime
expensesfor healthcareandservicesmayreachapproximately$4million.

There are 11,000new spinal cord injuries(SCI) in the United Stateseach year. Almost half of
these patientsdie before reaching a hospital. Current estimatesare between183,000 and
230,000Americansare living with spinalcord injuries. More thanhalf the peoplewho suffer
SCI are between ages16 and 30 years. An SCI survivor’s healthcareand servicescostswill
exceed$2 million. Lost wagesandproductivitycanexceed$50,000annually. 8,9
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II. PROBLEM ANALYSIS

Traumatic Brain, Spinal Cord, and Vertebral Column Injuries in
Delaware
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Causes of Traumatic Brain Injury

51%

12%

21%

10%
6%

MVC

Violence

Falls

Sports

Other

Causes of Spinal Cord Injury

38%

25%

22%

7%
8%

MVC

Violence

Falls

Sports

Other

Source: The Centers for Disease Control and Prevention

III. GOAL

To reduce thenumber of TBI andSCI injuries anddeathsin Delaware.

IV. OBJECTIVES
1. Reducethenumberof non fatal TraumaticBrain Injuries from 70 per100,000 in 2003to 65
per100,000personsby theyear 2010.
2. Reducethenumberof TBI fatalities from 19per100,000personsto 17per100,000by 2010.
3. Increase the percentage of people discharged with severe TBI who have access to
rehabilitative services by 10%. A baseline will be establishedin 2005 throughthe surveillance
system.

V. BEST PRACTICES

Surveillance
There is limited epidemiologic dataon theincidenceandoutcomeof TBI patients after discharge
from hospitals.20 This limits thecapacity of statesto estimatethenumberof new TBI casesand
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the type of services they require. Identifying TBI cases through Hospital DischargeData,
TraumaRegistries and case abstractionhasbeen used to measure the estimatedTBI services
neededand to link TBI patients to services in North Carolina, Coloradoand South Carolina.
11,13,20 For effective interventiondesign, TBI determinantssuch as social economic status,
personalprotection use, specific age at the time of injury, drug involvement,and race and
ethnicity shouldbe collected. Also, surveillanceshould capture information on the availabilit y
andutilizationof TBI rehabilitative services,andtheoutcomesof pediatric traumaservicesthree
yearspost TBI injury becauseTBI outcomestend to subsidein thefirst year. 12 All theseefforts
require inter-agencyeffortsamongfederal,state,legislative,statutorybodies andvictims of TBI.

Screening
Research showsthat of all high school football playersin schoolswho havea concussion,only
26 to 28% get accessto rehabilitative services.16,17 Numerousstudieshave demonstratedthat
screening high risk groupsfor concussionscanhelp identify children with TBI andlink themto
necessary rehabilitative services.17,18 However this requires the development and use of
sensitiveandcasespecific screeningtools.19

Education
Often peoplewith a brain injury are not aware of the outcomesof the severity of their injuries
and where to get help. Increasing awarenesson the devastating effects of traumaticbrain and
spinal cord injury can increase the demand for services.In South Carolina, a care pathway for
people dischargedwith TBI was developedin partnership between hospitals and the TBI
surveillance system. Hospitals provide discharged patients with resources on TBI in the
community and a TBI hotline wasestablishedto help patientscall in with questions.13 Even
thoughthis is not evaluated, similar interventionssuchas thepoisoncontrolhotline havehelped
increasetheutilizationof rehabilitative services. Recent studiesshow thatseatingchildrenin the
front seatincreasestherisk of fatality by 33%; however,using a belt positioningbooster instead
of a seatbelt reduces the risk of injury by 59%. Seventy-threeof every 10,000children in
crashesare killed by air bagsand onein sevensustain a severebrain injury.14 Therefore, health
education efforts shouldpromotethe properuse of seat belts, encourageparents to usebooster
seats, helmetsduringsports andreducealcoholinvolvementwhen driving. Audiencesegmented
messagesshouldtargetsuch age groupsas,children 5 to 10 years, 11 to 15 years,15 to 22 years
and adults over the ageof 45. Effective educationpromotesthe discussion of risk behaviors
betweenparents andchildren.

Enforcement
Statesthat haveTBI collection and follow upsystemshavepassedlegislation.Also, legislation is
necessary to promotethe actions that increasepersonal protection,reducealcohol intakewhen
driving, promotestringentbuilding codesat nursing homes, and reducefirearm related head
injuries.12, 13,14

Environment/Engineering
The impactandincidenceof TBI canbe reducedby modifying risks factorssuchasinstallation
of guard rails at nursing homes, redesigning air bag dischargesystemsand replacing asphalt
playgroundsurfaceswith rubber. 14
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VI. ACTION STEPS

This planwill beimplementedin partnershipwith public andprivate organizations,including the
StateCouncil for Personswith Disabilities’ Brain Injury Committee, Delaware Brain Injury
Association,Disabilities Law Program,Think First Delaware, and DelawareParalyzedVeterans
Association,which will help to implement planning,advocacyandfundinginitiativesfocusedon
prevention of TBI and SCI. These organizations will also help with enhancement of service
deliveryfor personswith TBI andSCI.

Education
1. Support and expandthrough best practice brain and spinal cord injury prevention

education.Through injury surveillance and interventionevaluation,we can catalog
the best practices that have working in Delawareand lessonslearnedfrom other
states.

2. Include educationabout the increasedrisks for TBI and SCI relatedto alcohol and
substanceabuse.Support the training of educators to enable identification and
development of programming for students with TBI and SCI and to promote
accommodationsandremediationof disability-relateddeficits.

3. Increasepublic awareness of the increased risk for TBI and SCI in children,
especiallyadolescentsand youngadultsages15-24.

4. Decreasehigh risk behavior in individualswith TBI.

Enforcement
5. Increasepublic awareness of laws that help to decrease injury from traffic crashes,

violence,falls andsports.
6. Support legislative initiatives including but not limited to Dram shot liabilit y for

taverns,expandedhelmetlaws for motorcycles,scooters,andbicycles, regulationof
electricscootersandbikes,andmoneyfollowing theinjuredpersonfrom theinstitute
into thecommunity.

7. Establishlegislationthat will enable the follow up of TBI casesandhelp to establish
outcomesof care.

Environment/Engineering
8. Assist with identification and support of changesto the environment that will help

decreasetheincidenceof TBI and SCIsuch as bicyclepathsandspecificdiving areas
in public pools,playgroundsandrecreational areas.

9. Assist with the identification andsupportfor changesto the environment,including
housing,which will improve accessfor thosewho have TBI andSCI such asramps
andphysicalplantmodifications.

10.Encouragethe use of and funding for access to assistive technology for TBI
individuals.

InteragencyPlanning,AdvocacyandFunding
11.Promote governmental responsivenessto the needsof persons with TBI and SCI

through the applicationfor new planning andservicegrants,full implementationof
the new TBI Medicaid Waiver, adoption of revised TBI eligibility standards for
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disability services,incorporation of Acquired Brain Injury-related componentsin
disability servicesstrategicplansandMedicaidBuy-in planning.

12. Interagencyplanning, advocacyand funding to accuratelytrack the incidenceof TBI
andSCI in Delaware.Developappropriate resourcesandsupportto help individuals
and familieswho have suffered TBI and SCI to maintainquality of life and realize
their full potential.

13.Delawarehasdevelopeda TBI surveillancesystemusing the traumaregistry, hospital
discharge andvital statistics data. The next step will be to developdataanalysis that
is necessary for developingage, genderandrace/ethnicity specific interventions.Case
follow up will be implementedwhennecessary legislation is passed.This will allow
for estimating unmet needs of new TBI patients who are discharged from the
hospitals.

VII. LEGISLATION

The Child Bicycle Helmet Law has beenin effect in Delawaresince April 1996. The law
requiresany personunder the ageof 16 to weara properly fitted and fastenedbicycle helmet,
which meetsor exceedstheANSI Z90.4bicycle helmetstandard (or subsequentstandard)or the
Snell Memorial Foundation’s1984 Standard(or subsequent standard)for ProtectiveHeadgear
for Usein Bicycling. This requirement also appliesto a personwho rides upona bicyclewhile
in a restraining seatwhich is attached to the bicycle or in a trailer towedby the bicycle. This
requirement appliesat all times when a bicycle is beingoperatedon any propertyopen to the
public or usedby the public for pedestrianandvehicular purposes.Any guardian who fails to
enforcethat his/herchild wear a bicyclehelmetshall be fined $25 for the first offense,and $50
for eachsubsequentoffense. Thecourtmaydismiss all chargesif presentedevidenceshows that
a violator haspurchasedor obtained a bicycle helmetmeetingthe above-mentionedstandards.
The law led to the formation of the Bicycle Helmet Bank to provide free helmets to children
whosefamilies cannotafford to purchasethem.

OccupantProtection
HouseBill 43 – Primary Seat Belt law enactedJune30, 2003.Allows for primaryenforcement
of the law andrequiresthat seat beltsbeused by all vehicleoccupantsin every seating position
of thevehicle.
SenateBill 130 – BoosterSeat law enacted May 9, 2002,effective January 1, 2003.Requires
childrenbetweenthe agesof four andseven andunder 60 poundsbe securedin a child safety
seator boosterseat.

ImpairedDriving
HouseBill 111- .08Blood Alcohol Content (BAC) law enactedJuly12,2004,which establishes
.08 as the prohibitedblood alcohol concentration for driving a motor vehicle in the Stateof
Delaware. Thebill also loweredtheblood-alcohollevel for drunkdriving from .10to .08.

VIII. IMPLEMENTATION

TheDivisionof Aging andAdultswith Physical Disabilities, in partnershipwith theDelaware
Traumatic Brain Injury Association, shall leadtheimplementationof this plan.
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IX. METHODS OF EVALUATION

Monitoringandevaluation will beconductedby theDelawareInjury AdvisoryCommitteein
partnership with traumaticbraininjury preventionprogramsin thestate. Annualmeetingswill
beheldto evaluateprogram outcomeandprocessindicators for traumaticbraininjuriesand
spinal cord injuries.Processindicators suchasTBI by causeandTBI by age/sex/raceand
outcomeindicatorssuchasTBI severity,TBI dischargesandwhoaccessed rehabilitativeor
supportservicesin their community will beevaluated.

PREVENTING MOTOR VEHICLE CRASH INJURIES& DEATHS

More than 42,000 peopleare killed and approximately 3.3 million seriously injured on our
nation’s highwayseach year. Moreover,motor vehicle crashes are the leadingcauseof death
anddisability for Americansaged35 andunder. From 1999-2001 in Delaware,motor vehicle
crasheswere the numberone causeof deathfor persons1 to 44 years of age. In 2002, 127
personsdied on Delaware roadways and9,960 individualswere injured. Of thosekilled, 36%
(46) of thedeathswere alcohol-related and64%(64) werenot wearing a seat belt. 57%(67) of
the 117 fatal crashes resulted from aggressive driving behaviors. Of the 9,960 crash-related
injuries in Delawarein 2002,1,035werealcohol-related. The economicimpactandemotional
toll of traffic crashesarestaggering.It is estimatedthatmotor vehiclecrashescostAmerica $231
billi onannually,anestimated $7billion in Delawarealone.

II. PROBLEMANAYLSIS

OccupantProtection

Basedon theStatewideObservational SeatBelt UseSurveyconductedby theOffice of Highway
Safety in June2004,Delaware’sseat belt userate is 82%, up from 75% in 2003. The current
nationalseatbelt userate is 80%. In 2003,55% (62 of 113) of those killed in motor vehicle
crasheson Delawareroadwayswerenot wearingseat belts.

DelawareSeatBelt UseData

Delaware Motor Vehicle Occupant Fatality Data and Seat Belt Use
1996 1997 1998 1999 2000 2001 2002 2003

Fatalities 85 123 89 82 100 108 100 113

% not
using seat
belts

49%

41 of 85

65%

80 of
123

62%

55of 89

68%

56of 82

72%

72 of
100

64%

69 of
108

64%

64 of
100

55%

62 of
113

1996 1997 1998 1999 2000 2001 2002 2003 2004

Userate 62% 59% 62% 64% 66% 67% 71% 75% 82%
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ImpairedDriving
In 2003,38% (52 of 136) of the fatal crashesin Delawarewerealcohol-relatedand37% (54 of
145) of the traffic fatalities were alcohol-related.Nationally, 2002crash data revealsthat 41%
(17,419) of the 42,815 traffic fatalities on our nation’s roadways were alcohol-related. In
Delaware, mostalcohol-related crashesoccur betweenFridayand Sunday,between thehoursof
8 p.m.and4 a.m. It can alsobenoted that themajority of thesecrashesinvolve malesbetween
theagesof 22 and54.

Delaware – Historical Alcohol Involvement in Fatalities

AggressiveDriving
In 2003,the threeprimarycontributing circumstances for all typesof aggressivedriving-related
crasheswere“fai lure to yield the right of way,speeding, and following too closely”. Since1995,
the percentage of all crashes resultingfrom aggressivedriving behaviorshas remainedaround
43%, yet the percentage of fatal crashes resulting from aggressive driving behaviors has
increasedfrom a low of 38%(46of 121)in 2000to ahighof 57%(67of 117)in 2002.

Delaware– Percentageof fatal crashes resultingfrom aggressivedriving behavior

1996 1997 1998 1999 2000 2001 2002 2003

Total fatal crashes 109 125 107 94 121 118 117 136
Aggressivedriving
related

51 53 53 51 46 60 67 70

Percentage 47% 42% 50% 54% 38% 50% 57% 51%

II I. GOAL

The overall goal of Healthy Delaware 2010 is to reducefatalities resultingfrom motor vehicle
crashesfrom 16 per100,000population to 12 per 100,000population. Accordingly, thegoal for
2005is to reducethecurrent death rateto 14per100,000population.

IV. OBJECTIVES

1. Conduct occupant protection enforcement initiatives, education programs and public
awarenessefforts aimed at increasing the statewideseatbelt use rate from 75% in 2003 to
83%in 2005.

1996 1997 1998 1999 2000 2001 2002 2003

Fatalities 120 148 115 104 130 139 127 145
% Alcohol 40%

48of 120

43%

63of 148

37%

43of 115

38%

40of 104

45%

59of 130

42%

58of 139

36%

46of 127

37%

54of 145
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2. Conduct impaired driving enforcement initiatives, coordinate public awareness efforts,
provide alcohol treatment services for DUI offenders and work to improve the DUI
adjudication processaimed at reducing alcohol-relatedfatalities from 37% (54 of 145) in
2003to 34%in 2005.

3. Conduct enforcement initiatives, educationprogramsandpublic awarenessefforts aimed at
reducingfatal crashes resulting from aggressivedriving behaviorsfrom 51% (70 of 136) in
2003to 48%in 2005.

4. Implement a statewide-integrated crash data collection system, which will allow for the
comprehensiveanalysisof crashdata includingpre-hospital,fatality, injury, location,time of
day, day of week, contributing circumstancesand adjudication information. This data
collection systemwill help to ensureeffective policy development,program planning and
resourceallocation.

V. ACTION STEPS

IncreasePassengerRestraint Use
Action Step 1: Supporthigh visibility enforcementof occupantprotection laws coupledwith
educational programmingandpublic awareness efforts.
Action Step 2: Educate law enforcement officers, judges, prosecutors, emergencymedical
services personnel, employers, driver trainers, insurersand othersabout the effectivenessof
safety restraintsandtheimportanceof consistentlyusing safety restraints.
Action Step 3: Support efforts to increase public awareness about the importance of
consistently usingsafety restraints.
Action Step 4: Support community-based education and training aboutchild passenger safety
issues.Continueto offer training oncorrecttheuseandinstallationof child safety seats.
Action Step 5: Work with law enforcement and emergency medicalservicesto improve crash
datacollection,includingsafetyrestraint usedata.

DecreasePrevalenceof ImpairedDriving
Action Step 1: Supporthigh visibility enforcementof impaired driving laws coupled with
educational programmingandpublic awarenessefforts.
Action Step 2: Support comprehensivepublic awareness programsaimed at educatingthe
publicaboutthedangers of drinkinganddriving.
Action Step 3: Advocatefor passageof strongandeffectiveimpaired driving laws.
Action Step 4: Supportimplementationof trainingprogramsspecific to impaireddriving issues
for law enforcement,prosecutorsandlegislatures.

DecreasePrevalenceof AggressiveDriving
Action Step 1: Supporthigh visibility enforcementof aggressive driving laws coupledwith
educational programmingandpublic awareness efforts.
Action Step 2: Support efforts to increasepublic awarenessaboutthe dangersassociated with
aggressive driving. Support efforts to increase public awareness about the State’sgraduated
driver licensinglaw.
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Action Step 3: Encouragehighwayofficials to identify andimplementprogramsthat will utilize
newtechnologiesaimedat decreasing aggressivedriving.

VI. LEGISLATION

OccupantProtection
• House Bill 43 – Primary Seat Belt law enacted June30, 2003. Allows for primary

enforcementof the law and requires seat belt use by all vehicle occupantsin every
seatingpositionof thevehicle.

• SenateBill 130 – BoosterSeat law enactedMay 9, 2002, effective January 1, 2003.
Requires childrenbetweenthe ages of 4 and7 andunder60 poundsto be securedin a
child safetyseator boosterseat.

ImpairedDriving
• House Bill 111 - .08 Blood Alcohol Content (BAC) law enacted July 12, 2004.

Establishes.08 astheprohibited bloodalcohol concentrationfor driving a motorvehicle
in the Stateof Delaware. Lowers the blood-alcohol level for drunk driving from .10 to
.08.

AggressiveDriving
• HouseBill 364– Aggressivedriving law enactedJune30, 1999,effective July 22, 1999.

This bill createda new offensecalled aggressivedriving that is based on a combination
of unsafeandunlawful driving actionscommittedby amotorist.

VI. IMPLEMENTATION

TheDelawareOffi ceof HighwaySafety (OHS)shall leadin theimplementationof this planin
partnership with DelawareSafeKids Coalition andtheCODESproject. Manyof theactions
listedin this planareintegrated into theOHSinjury preventionplan.

VII. METHODSOFEVALUATION

Monitoringandevaluation will beconductedby theDelawareInjury AdvisoryCommitteein
partnership with motorvehicle injury preventionprograms in thestate. Annualmeetingswill be
heldto evaluateprogramoutcomeandprocess indicatorssuchasmotorvehicleinjuriesand
deaths,impaireddriving andoccupantprotection. TheOffice of HighwaySafety in partnership
with theDelawareCODESproject andtheInjury PreventionDataReviewCommitteeshall lead
theevaluationof this plan. Processindicatorssuchashospitalizations,seatbelt use,helmetuse,
boosterseat use,costof hospitalizations,andalcohol involvement in crashes shallbereviewed.
Outcomeindicatorsfor review shall includefatal crashes,motorcrashdisabilitiesandthe
effectivenessof specific interventions.

SUICIDEPREVENTION
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I. STATEMENT OFTHE PROBLEM

Suicideis a majorpublic healthproblemin Delawarewith ninesuicide deathsmonthly. In 2001,
Delaware ranked16th in thenationfor suicidedeaths.i More peopledie in Delawareby suicide
thanby homicide. The suicide rate has increasedfrom 11.09per 100,000in 1998 to 13.30per
100,000populationin 2001. This is far abovethenationalaverageof 10.7deathsper100,000in
200113. In 1999-2000,suicidewasthe 11th leadingcauseof deathin Delaware while homicide
ranked16th.ii In this sameperiod,suicidewasthe 2nd leadingcauseof deathin the agegroup
15-24, and 4th in the age group 25-44, resulting in three times more yearsof life lost than
homicide6. One in five high school studentshasseriouslyconsideredsuicide,with one in ten
making attempt12.

II. PROBLEM ANALYSIS

Figure1 below showstheincreasein suicidesin Delawarebetween1999and2001. Thenumber
of suicideshas increasedfrom 82 (11.1/ 100,000population)in 1999 to 108 (13.3/ 100,000
population) in 2001.

Delaware Vs USA Suicide Rates, 1997-2001
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In 2001, suicidewas the 11th leadingcauseof death in theUnited States; homicide wasthe
13th leadingcauseof death in the United States.iii Firearmsare currently the most often
utilized methodof suicide.iv Daily, about one persongets hospitalizedfor an attempted
suicidein Delaware. Males completesuicideat a rate 4 times greaterthan females.v In
1999-2001, suicidewas the third leading causeof deathin Delaware in the age group5 to
14, thesecondleading causein theagegroup15 to 24, andthe fourth leadingcauseamong
theagegroup25 to 44.9
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Source: Delaware Office of Vital Statistics, 2001

Peoplewho are15 to 44 year olds andadultsover 75 arethepopulationswho have thegreatest
risk of committingsuicide in Delaware.

Figure 2. Hospitalizations for Suicide Attempts in Delaware, 2000-2003

Data Source: Delaware Hospital Discharge Data from 2000 to 2003
The ranges used for the suicide attempts include E-Codes from E950 to E959 in the E-Code field.

Psychologicalautopsystudies reflect that morethan90% of completedsuicideshad oneor
morementaldisorders.10 In Delawarethenumber of youthsreportingsuicidal ideationand
attempts showeda decreasebetween1999and2003asshownin Figure3 below.However,
the percentage of youthsreporting suicidal attemptshasincreasedfrom 6 in 1999 to 8 in

Suicide Deaths by age per 100 000 population in
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2003.Thereareanestimated 8 to 25 attemptedsuicidesfor eachsuicide death; morewomen
thanmenreportahistoryof attempted suicidewith a ratioof 3:1.vi

Figure 3: Suicidal Behavior Among Delaware Youths 1999-2003
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Group diagnosesfor particular risks include: thosewith depression,schizophrenia,chemical
dependency, andpanicdisorder.vii

II I. GOAL

Promote awarenessthat suicideis a preventable public healthproblemandenhancebehavioral
andsocial changesnecessary to reducesuicidalideationandattempts.

IV. OBJECTIVES

1. By 2010thenumberof youthsconsidering suicidewill be reduced from 27% in 2001to
15%.

2. By 2010thenumberof suicidal attempted suicideswill bereduced from 7.1%in 2001 to
5%.

3. By 2010 the suicide death rate will be reduced from 13.30 per 100,000populationin
2001to 10.

4. By 2010theproportion of youthsconsideringsuicidewho report receivingcounselingor
medical interventionshall be increased to 70%. The baseline will be establishedfrom
using the2006YouthRisk BehaviorFactorSurvey.

V. BESTPRACTICES Literaturesuggeststhatthefollowing interventionsareeffective.

1. Partnerships based approach to suicide prevention.

Involving thecommunityin recognizingandcounseling peoplewith suicide ideationor attempts
can increase the chances of reducing suicide attempts. For example, a program called
Gatekeepers hasbeenimplementedin Coloradoto help adultsin schoolsand communitieswho
comeinto contactwith suicidal youthsto respondpromptly andappropriately. This project is
built on the premisethat youthswill only disclose secrets to peoplethey arecomfortablewith
and these people will be friends who are non-judgmental. Results from such studieshave
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demonstrated that participants in specific gatekeepertraining programs have enhanced their
readinessto interveneby increasing their comfort, competenceandconfidencein helpingpeople
at risk, andsuchparticipantsgenerally retainthe skills theyweretaught14. Gatekeepers must be
aware of common predictors of suicide suchas major depression,affective disorder, previous
suicide ideation/attempts,isolation, cognitive rigidity, elderly white males,family history of
suicide, occupational/financial problems, acute life stressors,marital problemsand physical
illness21. Suicide preventioneducation should focus on males becausethey are less likely to
reportattemptedsuicidebut aremore likely to completesuicide20.

Severalstudiesshowthat46-76%of olderpeoplewhocommitted suicidesawahealthcare
providerwithin thelast30daysof death5. It is not uncommonthathealthcareworkerssee
suicidalbehaviorin theelderly andwomenin postmenopauseageasnormal3, 4. A Japanese
studyshowedthatacommunity-basedscreeningfor depressionin theelderly, followedupby a
mental health counselorandhealth education resultedin asignificant reductionin suicideamong
theelderly 23. Mentalhealth educationfor religious organizations, daycareproviders,nursing
schools andmaternalhealthproviders shouldbeencouraged aspartof promotingacontinuity of
careto suicidesurvivors or high risk groups17. This is becausepeoplewith ahistoryof suicide
aremorelikely to repeatsuicide4.

2. Promote efforts to reduce access to lethal means and methods of self-harm.

Research shows that restricting accessto locally prevalentlethal meansof suicideis aneffective
suicidestrategy3, 21. Most suicidesare impulsive–as such, any easyaccessto fi rearm or poison
increasestherisk of suicide by 75% andreducessurvival by 80%4. Reducing accessto firearms
is feasible in Delaware with muchhealth education, enforcement of regulations, and increased
partnerships amongthe justice department, the Medical Examiner’sOffice, the StatePolice,
schools, community organizations,mental health and hospital organizations.In Delaware,gun
safety educationis promotedin schools by the Risk Watch program.A study in Baltimore
showedthatgun-related suicides and injurieswentdownwith increasedcommunityenforcement
and punishmentfor gun violations20. Fearof being cited for gun violation is associated with
reducedgun suicide22. The DelawareProject SafeNeighborhoodshas steppedup gun violation
monitoring with a view to increasegun safety. Indictmentsincreasedby 340%between 2001
and2003. Since8-10% of suicideattemptersarealcoholics, healthawareness and restrictions
mustbeincreasedamongalcoholics20.

3. Increase access to services

Crisis hotlinesarewidely encouragedby suicidepreventionprograms.A studyby Miller (1984)
showed a 55% reductionin suiciderateswith the introductionof a crisis hotline24. However,
otherstudiescautionthat youthstendto opt for helpfrom peersratherthanprofessionalswhen in
needof help29. Therefore, innovationsthat attract adolescentssuch as email and internet chat
roomsshouldbeexplored28. Establishingcarepathwaysfor patientsbetweeninstitutionssuchas
mental health, correctionfacilities and crisis hotlines is essential for ensuring a continuumof
carefor potentialvictims of suicide. Also servicesshouldbeprovidedto friendsof individuals
who commit suicide becausethey are at risk of developingdepression,post traumaticstress
disorder and complicated grief reactions31. In Delaware amendmentshave been madeto the
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Violent Crimes Compensation Board to support mental health treatmentfor children with
psychologicalandbehaviorantecedentsof suicidethroughtheChild AdvocacyCenter.

While healtheducationis essential for increasingsuicideawareness,currentevidencesuggests
thatan increasein suicidefollows suicidestoriesin themedia—“contagioneffect”29. Therefore,
education shoulddescribewhat shouldbe avoided andwhereto get help30. Suchan education
strategywasassociated with a73%reductionin youthsuicide in Vermont25.

4. Screening and treatment of suicide

Screeningof peoplefor depression not only providesa proxy for estimating the anticipated
suicideproblem,but it also indicates those needinginterventions. The Youth Behavior Risk
Surveyprovidesanestimateof suicidalattempts,but this data is not schoolspecificandtherefore
cannotbeusedto identify which youthsrequirecounseling.Several stateshaveadopteda three-
stage direct youth screeningstrategy. First, teenscomplete the Columbian Teen Screening
questionnaire. The results are reviewed by a trained counselor who then recommends that
students with high scores take a computerizedscreeningtest. Computer results are then
reviewed by a physician who then recommendsan appropriate therapy 16. School nurses,
teachersand caregivers at nursinghomesshould be trainedin identifying suicidal behaviorand
clearreferralprotocolsshouldbeestablished.

Medical personnelcanhelp to identify andtreatpeoplewho areat risk of committing suicide22.
Commonpredictablemarkers of suicidein adultsinclude major depressiveillness or affective
disorder, drug/alcoholabuse,prior suicideattempts/ideation/talks, isolation, cognitive rigidity,
history of suicidein the family andsocial/family stress17-20. A recentreview of severalstudies
showed that the main risk factors for suicide include non-intact family (61%), conflict with
parent(51%), legal discipline (31%), psychiatric disorder (95%), psychiatricmorbidity (81%),
mooddisorder(76%), major depression(54%) andsubstanceabuse (62%). Recent studieshave
shown thataddictionandwithdrawal from illicit drugs increasetherisk for suicideattempts28, 32.
TheFood andDrug Administration hasrecently issuedwarningsthat theunsupervisedintakeof
antidepressantsby children could increasethe risk of depression33. An Australian study that
promotedearly screeningof suicide in children and followup by a suicideinterventioncounselor
reducedthe suicide hospitalizations from 11% to 4 %26. Obstetricians can contributeto the
reductionin post-partumdepressionandsuicideby offering screening andcounselingservicesto
pregnantwomen27. Model skill basedtraining includes, health educationon risk andprotective
factors, mentoring, recreation and physical education, psychological and pharmacotherapy,
family andcommunity integrationandoccupationopportunity services28-30.

5. Skills training and rehabilitation.

Sincemostschool-basedsuicideprevention educationstrategieshave not beenknown to reduce
suicidal risk behaviors34, recentstudiesrecommendskills-focusededucationwhich incorporate
coping, problem-solving and cognitive skills into school-communitybasedprograms15. Such
skills-basedinterventionsmust be introduced at an early ageespeciallyin children from stress
riddennon-intactfamilies28.
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VI. ACTION STEPS/ INJURY PREVENTION

Actions to meet eachobjective are itemized as, Objective number and Action number. For
example,1.1meansObjective1, actionnumber1.

Objective1.1: Developa public informationcampaigndesignedto increase public knowledgeof
theimportanceof suicide prevention.TheChild DeathReviewCommission recommendshaving
aCrisisHotlineonall school computers for studentsto accessanytime.

Objective 1.2: Develop strategiesto reduce the stigma associatedwith being a consumer of
mental health, substance abuseandsuicidepreventionsservices.

Objective2.1: Increase the proportion of schooldistricts, private schoolassociations, colleges,
anduniversities with evidence-basedprogramsdesignedto addressseriousyoung adult distress
andpreventsuicide.

Objective 2.2: Increase the proportion of organizations (e.g. businesses, senior centers,
community centers,Girl Scouts,etc.) that ensure the availability of evidence-basedprevention
strategiesfor suicideprevention.

Objective 2.3: Promote screening for depression, substance abuseand suicide risk by health
professionals.

Objective3.1: Exposea proportionof householdsto public informationcampaign(s)designedto
reduce the accessibility of lethal means, including firearms in the home. Project Safe
Neighborhoods,a Delaware subsidiary of OperationDisarmGun, hasincreasedthe numberof
federalfi rearmindictments by 340%between2001and200419. Continuegunsafetyeducation in
schools through Risk Watch.

Objective4.1: Develop guidelines for schoolson appropriatelinkageswith mental healthand
substanceabuse treatment servicesandimplementtheseguidelinesin all schools.

Objective 4.2: Increase the proportion of private and public sector organizations that offer
assessmentsof mentalheath and substanceabuseproblemsand access to care. Also institute
crisis hotlinesonschoolcomputers andwellness clinics.

VII. LEGISLATION

The Garrett Lee Smith Memorial Act (S. 2634), which passed both the U.S. House of
RepresentativesandtheU.S.Senate on September9, 2004,and signed into law by thePresident
in October, amendsthe Public Health Act and authorizes $82 million in grant moneyover a
three-year period to states, Indian tribes and collegesand universities for the development of
youthsuicidepreventionandinterventionprograms.Thebill calls for earlyscreeningprograms
to identify mental illness in children and provide treatmentreferrals,training for community
child-careprofessionals and the authorization to statesandother eligible entities. The Act will
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bring parity to federal funding for public health issuesby more than doubling the amount of
money that thefederal governmentallocates to suicideprevention.18

VIII. IMPLEMENTATION

Delaware’s MentalHealth Association,in partnershipwith the Division of SubstanceAbuseand
MentalHealth,will lead in theimplementationof statewidesuicideprevention efforts.

IX. METHODSOFEVALUATION

The lead agency shall call meetings with leaders of partner organizationsto review process
indicators suchasactive partners, resourceuseor availability, accessto counseling services and
utili zationof counselingor mental health services. Annually, outcomeindicatorssuchas suicide
rates,attemptedsuicides, suicide ideation and meansof suicide shall be reviewedwith the help
of theDataReviewCommittee.

Lifecycle #2 – Needs of the Child and Adolescent Population Service Area #3:
Mental/Behavioral Health Needs

• Behavioral healthneedswerecharacterized and documentedin the 1999DelawareInstitute
for Medical Education and Research (DIMER) reportsas inadequate. DIMER found a
“severeshortage”of mental health practitioners in SussexCounty. However, SussexCounty
lost its federalMental HealthShortage DesignationArea (HPSA) in 1998. Dataanalysis is
underwayat DPHto determineif HPSAdesignationcanbereinstated.

• Basedon interviewsanda review of limitedSussexCountydataavailablefrom theDivision
of SubstanceAbuseandMentalHealth (DSAMH):

- Ambulatorychemical dependency andsubstanceabuseservices(CD/SA) appear
to beinsufficient. Capacityhas increasedover thepastfew yearsto includemore
outpatientproviders.Thereis aplanto developa methadoneprogramthis year.

- Child andadolescentservicesare insufficient.
- Specialtygeriatricmentalhealth servicesarevirtually non-existent.
- SBHC staff report significant access problems to mental health services for

childrenandadolescents:
1. No formal processis availablefor adolescentbehavioral healthreferralsor

for linkagesbetweenprimarycareandbehavioralhealthresources.
2. Thereare0.5FTEchild psychiatristsin easternSussexCounty.
3. SussexCounty hasno pediatricor adolescentbehavioral healthinpatient

unitsor hospitalservices.
4. Knowledge of, and linkages between,resources(communication)in the

child and adolescentpopulation are lacking.
5. Transportation/datafrom schoolsconfirm that access for adolescentsis a

realproblem.
6. Al thoughsmall in absolutenumbers,needsdatareveal high suiciderates

amongtheteenpopulation.
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• Hospital personnelreporta significantproportionof emergency room useis directly related
to behavioral healthneedsand that providersdo not feel they can provideoptimal carefor
these problemsin theemergency roomsetting. SussexCountyhasno involuntaryadmission
capacity. Most involuntary admissions are taken to St. Jones Center in Kent for acute
hospitalizations,althoughthis capacity is limited and somemay be taken to NCC acute
hospitals if St.Jonesdoesn’t have anybeds. Individualsaretransported to thesehospitals by
“peaceofficers” asdefinedin Statecode(transportedin policecars by ondutyofficers).

- Managedcareorganizationsas well as other payersare emphasizing outpatient
treatment

- Credentialinglimitationslimit useof non-physicianproviders
• There are cultural issuesdriving a hesitancyto use mental health and substanceabuse

servicesfor manySussexCountyindividuals. Leadership,planning, andcommunication(for
targetedpopulations) needsto be improved,especially addressing dual diagnosis;isolation
anddepressions;andstigmaassociatedwith seekingmentalhealth care.

• There is a stigmaaboutmental health andmentalhealth treatmentsthat mustbe addressed.
Stigmaagainstmental illness and its treatmentis found throughoutthe countryand for all
agegroups.

Service Area #3: Mental/Behavioral Health Resources

Summary of Findings: Mental/Behavioral Health

• Awareness: Geriatric populationbarriers are cultural and relatedto the stigmaassociated
with mentalhealthtreatment. Differencesin awarenessmayberelatedto geography (closer
to hospitals= higherawareness).

• Access: Sussex in not classifiedas a HPSA for mentalhealth care. One part-time child
psychiatristin Lewesis the only one in the county and is involved mostly in crisis work.
Significant barriers to access to specialized child, adolescent and geriatric providerswas
consistently reported.Transportation from schoolscomplicatesaccessfor adolescents.

• Direct service: A significantportionof emergencyroomuse is directly relatedto behavioral
healthneeds. Reimbursement levels for providersarewell below averageandmay impact
access.

• Referral: No formal processfor adolescent referral or linkages betweenresources. For the
adult population,many know what is needed,but it may take multiple calls to arrangefor
services.

• Monitoring: External outcomesmeasurement is beginning(United Way, ManagedCare,
Delaware Health and Social Services (DHSS)/Division of SubstanceAbuse and Mental
Health(DSAMH). Burden of “non-institutionalized” mentalhealth is not well understoodat
the county level. Mental Health Parity Law passedin 1999andsubstanceabusecoverage
was added to the law in 2001. Money was never appropriated by the legislature to
implementthebill (asmandated in thebill’s language).

• Infrastructure: Sussex County has no involuntary admissioncapacity. Transportation of
involuntary patients in inadequate. Licensing and health plan credentialing regulations
problematic for non-physicianproviders. Inadequate chemical dependency/substanceabuse
services.
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• Leadership: The DelawareHealth Care Commission'sMental HealthIssuescommitteewill
issue a draft report Spring 2004. This Mental Health Issues committee has four
subcommittees:DataGathering; TreatmentProtocols;TrainingandEmployer Education; and
PublicAwareness.

• Planning: Needmore focus on outpatient care. Looking more at parity in mentalhealth
benefitsfor adult population. More focuson geriatricpopulation,especially in the areas of
dualdiagnosis,isolation,mental health stigma.

• Communication: Linkages among providers serving adolescent population are lacking.
Interagency Council is helpingincreasecommunication.

• While meaningfulcounty specific data is lacking in younger childhoodneeds,extrapolation
of statelevel datasuggeststhat asthma and childhood obesityare areasthat may require
attention.

• In Delaware,asthmaaffectsalmost14,000children.
• Nationally,childhoodobesity has reachedepidemicproportions.
• Of the state’s threecounties,Sussexhas the highest overall injury deathrate at 39.8 per

100,00011. This figure is 36 percent higher than the Kent Countyrateandover 79 percent
higherthan theNew Castle Countyrate. Thehigh motorvehicle-relateddeathrate in Sussex
County contributesto the overall increased injury deathrate for the county and the entire
state. SeeTable8.

Table 8
Leading Causes of Injury Deaths by County

Kent County, 1979-1998, Ages 0-19 Sussex County, 1979-1998, Ages 0-19
Mannerof Injury/Poisoning Number Percent Rate12

Mannerof Injury/Poisoning Number Percent Rate

Motor VehicleTraffic 105 51.5 15.1 Motor VehicleTraffic 139 56.0 22.3
Fire/Burn 22 10.8 3.2 Fire/Burn 25 10.1 4.0
Drowning/Submersion 20 9.8 2.9 Drowning/Submersion 24 9.7 3.9
Firearm 17 8.3 2.4 Firearm 20 8.1 3.2
Suffocation 11 5.4 1.6 Suffocation 11 4.4 1.8
Al l OtherInjuries 29 14.2 4.2 All OtherInjuries 29 11.7 4.7
TOTAL 204 100.0 29.3 TOTAL 248 100 39.8

• As articulated in Delaware’s Maternal and Child Health Block Grant application, the
following needsareapparentin Sussex Countyfor specialneedschildren:

1. Insufficient services for occupational therapy(OT), physical therapy (PT) and
speechtherapy needs.

2. Quality childcareneedsfor thepopulationis insufficient.
3. Carecoordinationis insufficient for children>3 with specialneeds.
4. Culturally compatible specialty careaccess is insufficient.
5. Not enoughserviceproviders for thesocio-emotionalneedsof youngchildrenand

evenlesspreventativeservices available.

• TheSussexCountylive birth rate to mothers15-19 years of ageis 73.8,which is higherthan
the nation (51.0); Delaware (50.7); New Castle County (44.1); and Kent County (55.2)13.
SeeTable9.

11 DelawareHealth and Social Services,Divisionof PublicHealth,ChildhoodInjury in Delaware,2001
12 Rate per 100,000
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• Teenlive birth ratesin several censustracts(Bridgeville, Selbyville andLaurel)stand out as
extraordinarilyhigh.

Table 9
Live Birth Rates to Mothers 15-19 Years of Age

US vs. DE vs. Counties
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• For White teen mothers, the Sussex County rate is 58.4, which is higher than the nation
(45.5); Delaware(37.7); New Castle County (29.9); and Kent County (50.6)14. For Black
teen mothers,the Sussex County rate is 124.5, which is higher than the nation (84.5);
Delaware(94.9);NewCastleCounty(98.5);and KentCounty(66.4)15. SeeTable10.

Table 10
Live Birth Rates to Mothers 15-19 Years of Age, By Race
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13 TableC-6, DelawareVital StatisticsAnnual Report, 2000,page64.
14 TableC-7, DelawareVital StatisticsAnnual Report, 2000,page65.
15 TableC-8, DelawareVital StatisticsAnnual Report, 2000,page66.
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• All highschoolsin SussexCountyhaveaSchoolBasedHealthCenter(SBHC);all but onein
KentCounty hasaSBHC.

• Based on interviews and SBHC data, teen primary healthcareneedsare characterized as
“largely unmet.”

• Teenmental/behavioral health needsare also not adequatelymet due, in part, to a lack of
providersserving this population. In addition, for bothprimarycareand mentalhealthneeds,
transportation is inadequateandconflicts with accessandconfidentiality needs.

• Self-reportedsubstance usein older Sussex Countyadolescentsexceedsstate rates.Theneed
for improvementis particularly apparent for the increasein usereportedbetweengrades 8
and11,which greatlyexceedthe state. TheKent Countyratesarelower thanthestatein the
areaof marijuanause16. SeeTable11.

Table 11
8th v 11th Grade Self Reported Substance Use

Grade 8
%

Grade 11
%

Cigarettes
Sussex 13 24
Kent 12 20
Delaware 12 20

Alcohol
Sussex 25 49
Kent 25 43
Delaware 24 43

Marijuana
Sussex 13 28
Kent 10 21
Delaware 14 25

B. Program Capacity by Pyramid Levels

1. Direct Care Services and Enabling Services

Financial Access
Impact Of Medicaid And Managed Care
TheMCHBG continues to supporttheprovisionof direct child health services(EPSDT,
immunizations,counseling, TB screening,leadscreeningandhealth education).Theseservices
areprovidedprimarily to theuninsured, under-insuredandasmall numberof Medicaidclients
whenreferredby their primarycarephysician. However,with theimplementationof Medicaid
managedcareandtheduPontPediatricClinics, thereis lessof a needfor DPHto providethese
directservices.Thereare12of theseClinics situatedthroughoutthestate.Sevenarein New
CastleCounty. Theother fourarein Dover, Milford, SeafordandGeorgetown.Thehospital

16 Center for Drug and Alcohol Studies,Universityof Delaware,2002
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servedover80,000outpatientclients at thehospital and120,000in theprimary caresites. See
belowfor mapof specifi c locations.

Impact of SCHIP
TheDelawareHealthy Children Programbegan onJanuary 1, 1999.It is being administered by
theMedicaidOffice, Divisionof SocialServices,DelawareHealthandSocialServices.
Coverage includeswell visits for babiesandchildren,immunizations,prescriptiondrugsand
vision careandotherroutineservices. It also includesservicesfor childrenwith special health
careneedssuchastherapiesandhomehealth wheremedically necessary.Non-emergency
transportation,dentalbenefits, andeyeglasses are not coveredundertheprogram. Thereis a
nominalmonthlypremium of 10,15,or 25dollarsdependinguponincome.

Recentanalysisshowsthat enrollmentin this program hasslowed down. Thepoint betweenthe
initial applicationandthe timewhen an individual picksherproviderandpaysis acritical one
andsomeindividualsare not following throughto enrollment. Thosewho havebeen asked to
payapremium of $10.00seemto behaving greaterdifficulty in makingpayments. This situation
may bea resultof the"buy-in" not being there;eligible families believing that theycannotafford
theexpense;or for families cycling onandoff betweencoverageby theDelaware Healthy
ChildrenProgramandMedicaid,causingdiffering paymentpoliciesandresultingconfusion.

TheDivision of PublicHealth has beenawardeda RobertWoodJohnsonCoveringKids Project
grantto coordinateandenhanceoutreach efforts connectedwith implementationof this program.
It hasbeenestimatedthat10,500 uninsured childrenmaybeeligible for theprogram.By March
2000,2,590childrenhad been enrolled.

Availability of Prevention and Primary Care Services
Shortages of Health Care Providers
Oral health:There is asevereshortageof dentistsin SussexCountyanda lessthanoptimal
situationin KentCountyandin somesectionsof thecity of Wilmington.Throughout thestate,
mostdentistsservepediatric patients. About25%of dentistswill serveachild underthree years
of age.However,a recent report by theDelawareHealth CareCommission,DentalCareAccess
Improvement CommitteeReportandRecommendationsto theDelawareHealthCare
Commissionnotedthatwhile therehas been someprogress made,therearesomeissuesthatstill
needto beaddressed.Someof theseas theyparticularlyrelateto childrenare:

• Schoolnursesreportsevereaccessproblemsparticularly for thosefrom low-income
families.

• AlthoughPublic Healthhashired additional hygienists,wait time for aclinic visit is
extremelylong (after initial diagnosis5 to 6 months)andused to fix existingproblems
rather thanfor preventativecare.

• Thenumberof Medicaid eligiblechildrenbeingservedis muchtoo low becauseof the
overall dentalaccessproblems.TheseproblemshavepreventedDelawarefrom including
dental servicesin its DelawareHealthy Children Program.

Most dental careprovided to Medicaid recipientsunder theageof 21has been providedin the
Public Healthdentalclinics.Foursitesin KentandSussexCountiesemploytwo full-time
dentists, contractualdentistsequalto onefull timeequivalent,and threepart-timehygienists. The
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four sitesin NewCastleCountyemployfour full-timedentists.As theDelawareHealthCare
Commissionreports,if theclinics served thewholepopulationthatwouldmeanaratioof one
dentistto 5,000patients.An estimateof Medicaideligible childrenservedat theclinics is 29% in
NewCastleCounty,18% in KentCounty, and25%in SussexCounty.Althoughmoreprivate
practicedentistsareparticipating in Medicaid,about50%, in 1998Medicaidpatients,including
adultswereservedby only 3.6%of generalprivatepracticephysicians.An estimateof children
servedby privatepracticedentistsis lessthan3%.

TheDentalCareAccessImprovement Committee recommendedthefollowing strategiesto
improvedentalcare in Delaware:

• Marketingthebenefitsof practicingin Delawarewith considerationgivento racial and
cultural compositionof thetargeted population

• Educationloanrepaymentsor other financialassistancefor capitalcostsfor dentists
establishing apractice in anunderserved area

• Implementinga reciprocity programofferingprovisionallicensurefor dentistsserving in
underservedareasinsteadof aone-yeargeneral practiceresidency requirement

• Implementingapreceptorshipprogramavailable to dentistswhoareBoard eligible in
Delawareif theypracticeunderdirect supervisionof a licenseddentistin an
underservedarea

• Licensurechangesto makeit easier to attractqualified dentistsandhygienistssuchas
allowingdentalhygieniststo work in schools, mobile healthvansandother
settings understatedentaldirector supervision andreducingpracticeexperience
required.

If dentalservicesfor Medicaideligible childrenarelacking,it is expectedthat for childrenwhose
familiesareuninsured or underinsured,accessibility wouldbeworse. This datawasnot available
but it is interestingto notethatanaverageof about7.5%of generaldentists' grossfeeswas not
reimbursedasa resultof charity care. Accordingto theUniversity of Delaware'sDentistsin
Delaware-1998reportabout40%of dentistsprovidesomecharitycareoutsideof theoffices.
Proportionsprovidingcharity careare lessin Kent andSussex Countiesbut this probablyreflects
theirgreaterworkload.

PrimaryCarePhysiciansin Delaware reportedthatpediatriciansarealmost20%of thetotal
primarycarephysicianpopulation. As with OB-GYNs, theyaregenerally locatednearer
hospitals.ThemostunderservedareasaresouthernKent County andsouthern SussexCounty.
Georgetownin Sussex County,Doverin KentandnorthernandwesternNewCastleCounty has
thehighestratesof pediatriciansperthenumberof youth.Oneproblem thathasbeennoted is the
low number of Hispanic pediatricians.SurveyresponsesshowednoHispanicpediatricians in
eitherKentor Sussex counties.However, therewasasurprisingnumber,48%, whocouldspeak
Spanish,mostlocated in NewCastleCounty. Seebelow mapfor distributionof pediatricians.
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Number of Youth (0-19) per Pediatrician
by Census County Division

Gaps in mental health for young children and adolescents: Bothexistingdataandperceptions
by providersandconsumers point to gapsin mentalhealthservicesfor children. A study
completedundertheauspicesof theDisabilitiesPlanningCouncil identified several gapsin
mental health servicesfor adolescents.Theyare:1) too fewadequatealternativesfor special
living arrangementssuchas structuredresidentialsettings;2) not enoughvocational
rehabilitationandcontinuingeducationopportunities;and,3) not enoughone-on-onesupportfor
severelymentally ill or depressedadolescents.This studyalso notedthat therearenot enough
trainedtherapistsfor veryyoungchildren.

As alreadystated,hospitaldischargedatafor 10 to 14 year old children showsthat childhood
mental disordersare the numberone cause(9%) for hospitalizations for this agegroup. Other
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mental healthrelateddiagnoses include: depression(ranked2ndat 8%), psychoses(ranked 3rd at
8%), neurosesexceptdepressive(ranked 8th at 3%).Black children10-14 are not hospitalized as
frequently for mental disorders as the rest of the population. However, childhood mental
disordersareranked2nd at 6%, depression (ranked 3rd at 6%), psychoses(ranked5th at 5%).
For teens 15 to 19, dischargesrelatedto birth arethe mostprevalentrate. After birth, however,
psychosesranks3rd (6%), depressionranks4th (4%) andchildhoodmentaldisordersranks6th
at 2%. Again black children are not hospitalizedat the same frequencyfor mental problems.
Insteadafterbirth relatedhospitalizations,diabetes andsicklecell aretheprimecauses.

Muchof thedatathat we usedto understandmental healthissues(i.e.,hospitaldischargedata)
wastoonewto getasenseof whethertheadolescentmentalhealthproblemswerenew.
However, client countdata from theDivision of Child Mental Health showsanincreasefrom
1,785clientsin fiscal year1998to 1,919in fiscal year1999.This numberhasjumpedto 2,264in
thefirst ninemonthsof fiscal year2000.

TheDepartmentof Educationrecently conductedtheYouthRisk BehaviorSurvey.Datafrom
this reportshowsaclearneedfor mentalhealthintervention.Althoughthesurveydoesnot
coverall of thestate’s adolescents,nordoesit takeplacein all schools,it is broadenoughin its
coverageto raiseconcerns.Thefollowing statistics areof particularinterest:

• Almost27%of therespondentssaid thatduringthepast12monthstheyfelt sosador
hopelessfor almosteveryday for two weeks in a row that theystopped doingusual
activities.

• About17%seriouslyconsideredattemptingsuicide for duringthepast 12months.
• 3.7%statedthattheyhad actually attempted suicide.
• 2.4%hadto betreatedby adoctoror nursefor depression.

Therehavebeensomemajoreffortsto addressmentalhealth issuesthroughprevention. The
Departmentof Services for Children, Youth,and theirFamiliesand10of the20state'sschool
districts establishedtheK-3 Early InterventionProgram.Additional fundingwasprovidedfor
social workers"to reduceclassroomdisruptionsandencouragelong-termacademicsuccess" and
for someprograms"to mitigatenegativeeffectsof conductdisorder."Unfortunatelyduring the
time that this program wasevaluatedonly 11studentsactuallycompletedtheprogram.82% of
thecaseshadclosedbecauseof reasonssuchas thestudent hadmoved. 57%of thechildren in
theprogramhadchild behavior inventoryscores belowtheconductdisorderintensitythreshold
score.This scoredroppedfor mostof thechildren whocompleted theprogram.

Gaps in drug and alcohol counseling:
There is alsoclearlyaneedfor morehelpfor teenswhoabusedrugsandalcohol.TheYouth
Risk Behavior Satisfaction surveyshowedthat:

• 23%hadat leastonedrink of alcoholbetween40 and100or moredays.
• 32%hadtheir first drink between 8 or youngerand 12 yearsold.
• 27%hadconsumedfive or moredrinksof alcoholin a few hoursat least onceduringthe

last30days.
• 49%hadtriedmarijuanaat least once.
• 7%haveusedcocaineat leastonceand1.3%haveusedit 40or moretimes.
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• 12%haveat leastoncesniffed glue, breathedthecontentsof aerosol spraycansor
inhaledpaintsor spraysto gethigh and.5%havedonethis 40or more times.

• 1.3%havetriedheroinat least once.

A collaborativeeffort betweenChildren andFamilies First,elementary schools andparents,
Families andSchoolsTogether (FAST) is an earlyintervention/preventionprogramdesignedto
reducefactorsassociatedwith schoolfailure, juveniledelinquencyandsubstanceabusein
adolescence.Togetherwith nonprofitmentalhealthclinics andassessmentclinics for substance
abuse, theschools’andparents’participationis gearedto resultin enhancingfamily functioning
anddecreasingchild problembehaviors.A total of 845of thefamiliesacrossthestarecompleted
theprocessandgraduatedfrom FAST.Parentsreported a14%reductionin behaviorproblems,
while teachersreported an11%reduction

Nutrition counseling for Adolescents: Thelatest YRBS dataalsoprovidessomeunderstanding
of anynutritionalproblemsfaced by adolescents.Althoughthereareasmallnumberthathave
severenutritionalproblems,addressingthoseproblemsis acritical need.Someof themore
seriousproblemsare:

• 11.5%of therespondentsstated that duringthepast30daystheywentwithout eatingfor
24hoursor moreto looseweight or to keep from gainingweight.

• 4.7%tookdiet pills, powders or liquids without adoctor'sadviceduringthelast30days
for thepurposeof losingweight.

• 3.2%vomitedor took laxativesto looseweight or to keepfrom gainingweight.

On theotherhand,55% exerciseto loseweightor to keepfrom gaining weight.54.4%
participatedin physical activities for at least 20minutesfor at least4 or moredays.Following
nutritional guidelinesalsoseemsto beaproblemfor adolescents.For instance,only 26.5%
reportedeatingvegetablesotherthancarrotsat least1 timeperdayduring thepast7 days. Only
28.7%hadfruit at least onceaday duringthattimeperiod andonly 38.2% hadfruit juiceat least
onceaday.

Onesourceof nutritional counseling for schoolstudentsin publicschoolsis theschoolbased
healthcenters.During the fiscal year 1999,therewere2,534(6%of total) visits wherenutrition
needsweretheprimary diagnosisand3,165visits wheretheconcernwasa secondarydiagnosis.

Availability of Speciality Care Services

2. Population-Based Services

Immunization Program
TheDPH Immunization Programmaintainsanimmunizationregistryand hasmadethe
registryavailable to providers,school nurses, daycareproviders,etcvia theWorld WideWeb.
Stateregulationsrequireproviders to reportall immunizationsgivento theregistry.

TheImmunizationProgramalsocompletedamarketingplan. Thepurposewasto establish
marketing strategiesthat includes providers andconsumers thatcanimpact theimmunization
coveragein Delaware.
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Partnershipswith theDelawareDepartment of Education, theDelawareOffice of Child Care
Licensing, theDelaware WIC program,theDelawareAdult Flu CoalitionandtheDelaware
Valley ImmunizationCoalition continued.In eachof theseinstances,to bettermonitorand
improveimmunizationrates amongpopulations, weenhancedcooperativeactivities.

Schoolnurseshelpedassureimmunizationcomplianceof all children transferringor entering
schoolfor thefi rst time. Theprogramconducteda "Lot Quality" AssuranceAssessment
(LQA) at thesix (6) birthinghospitalsin Delaware.Theassessment gatheredinformation
regardingthescreeningfor hepatitis B in pregnantwomenduringtheir pregnancy andthe
percentof infantsreceiving thebirth doseof hepatitis B vaccinebeforeleavingthehospital.

FundingMechanism: Fundingfor immunizations comesfrom stateandfederaldollars.

GeographicAvailability/Distribution: DPHmakesan extraeffort to reachspecial and rural
populationsby providingspecific immunization clinics to theAmishpopulationand to the
rural residentsin southernSussexCounty.

Lead Poisoning Prevention
TheDPHOffice of Lead PoisoningPreventionprovidesthefollowing services:

• Promotesthetestingof all children at 12-months-of age,and repeat testingof thoseat
high-risk until six yearsof age.

• Providescasemanagementand inspection, for leadhazards,in homesof childrenwith
increasedblood-leadlevels.

• Provideshealtheducationprogramsandmaterialson thecausesandaffectsof lead
poisoningamongyoungchildren, andhowto identify andreduceleadhazards.

• Providesanalysisof all resultsof childrentestedfor leadpoisoningto determinewhich
childrenareat increasedrisk, and to targetpreventionprograms.

• Distributesleadpoisoningpreventioninformation andlead painttest kits in Growing
Togetherpacketsthat are distributedto all newmothersin Delaware’smaternity
hospitals.

• Monitors leadscreeningof children enrolled in Delaware’s healthinsuranceprogram for
uninsuredchildren(CHIPS).

• Provides informationon therisk of childhoodleadpoisoning,statescreening
requirementsandavailable health resources to RefugeesandForeign Adoptionservice
agenciesin Delaware.

• From theDPH Blood LeadRegistry, maphigh risk areasfor leadpoisoningto thecensus
tractlevel usingGeographicInformation System (GIS) geo-codingsoftware.

FundingMechanism: Federal fundingsourcesincludeCentersfor Disease Control,Childhood
LeadPoisoningPrevention:Environmental ProtectionAgency,Office of Pollution,Prevention
andToxics, andtheDepartmentof HousingandUrbanDevelopment,LeadHazard Control
Program.

Geographic Availability/Distribution: Delaware has amandatoryblood-leadscreeninglaw,
requiring all childrento beblood-leadtested at or around12monthsof age.Childrenare
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identifiedwith elevatedblood-lead levels in Delawareby blood-leadtesting primarily through
theirprimaryhealthcareprovider. Screeningis also providedthroughtheDPHclinics but since
managedcare,referrals to DOH havedecreased. TenstatewideDuPontPediatricssitesperform
abouthalf of all blood-leadtestingthat occursin thestate, with DPHprovidingeachDuPont
Pediatric sitewith blood-leadscreening supplies andDPH laboratoryanalysis of theirblood-lead
specimens,freeof charge.

Emergency Medical Services for Children (EMSC)
According to theDelawareEmergencyMedicalServicesfor ChildrenNeedsAssessment
(Summer2003),Delaware’s EmergencyMedicalServices(EMS)program is strong,broadin
scope,andwell regulated. Children’sissuesareincluded,at least to a limited degree,in all
aspectsof theprogrambecausetheprogramaddressestheneedsof all of thepopulation
inclusively. TheDelawareOfficeof EMS is adequately funded,establishedin law and
responsible for developingandoverseeing astatewideEMS system. Mechanismsthat fundother
aspectsof thehealthcare system fundEMS,but theEMSCProgramis not institutionalizedwith
dedicatedfunding.

DelawareEMSChasmadesignificant progressin addressingtherecommendations of the1998
needsassessment.This 2003needsassessmentmakes 26 recommendationsto improvepediatric
emergency care in Delaware. Theprimaryareas for improvementincludeactivitiesto
institutionalize EMSCwithin thestate’s EMS system, assurepediatric expertisein theoverall
developmentandmanagement of thesystem, and incorporateEMS consumerand family
advocatesinto themanagerial structureof theglobalEMS system.

Overall,thegoalsof theEMSCprogramareto:
• Ensurestate-of-the-art emergencymedical carefor children
• IntegrateEMSC into existingEMS systems.
• Establish andmaintain links with children’sprimary careproviders.
• Provideprimarypreventionof illnessand injury preventionto childrenandyouth.

Teen Pregnancy Prevention
elawareplacedpopulation-basedeffortsin thehands of the“Alliance for AdolescentPregnancy
Prevention” (AAPP). AAPP is aprogramof ChristianaHealthServices,whichhadacontract
with DPH,andcoordinatedstatewideadolescentpregnancyprevention initiatives,identified
needs,targetedhigh-risk areasandpopulations,offerededucational workshopsandtechnical
support,and alsoassistedwith linking programsandresources.
Local DPH PopulationBased activities: Thefollowingactivities wereexamplesof themany
activitiesthattookplace aroundthis performancemeasure.

• Informationwaspresentedto femaleteensat local communitycenters, specifically
including pregnancyprevention,abstinence,andbirth control methods.

• Fieldnursesworkedwith ASK-PAT (AdultsSupportingKids – PurityAmongTeens) at
their springconference, which wasaimedat teens. ASK-PAT is collaborative teen
pregnancyabstinencebased programbetweenDPHandmultiplechurches,
predominantly AfricanAmerican churches, in KentandSussex counties.
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• Abstinenceeducationwas providedat themiddle andhighschoolassembliesby Jeffrey
Dean. Theprogramwas delivered in somealternativeschoolsandonejuvenile
detentioncenter.

• FieldStaff workedwith pregnant women, oftenteens,to reduceand/ordelaytheonset of
additionalpregnancies throughcounseling,information,andreferral to aGYN
provider.

• Trainer/Educatorsworkedwith avariety of teenrelatedagenciesuponrequest.Topics
oftenincludedTeenPregnancyPrevention,STD/HIV prevention education,self-
esteem,etc.

FundingMechanism: TheAAPP receivesfundingthroughtheDPHandthe federalabstinence
education grant.

Geographic Availability/Distribution:Theseprogramsarestatewide.

School-Based Health Centers
School-BasedHealthCenters(SBHC)operatein 27out of the29public high schoolsin Kent,
Sussex,andNewCastleCounties,andareavailablefor any studentswith parentalapproval.
SBHC’s areadministered in theDPH’s FamilyHealthServicesSection(alsoincludingTitle V)
andcarriedout by medical vendorswhoarecontracted to staff andoperate thecenters.The
SBHC’s offer healthcareservices,mental healthservices andnutritionservicesto enrolled
students.However,they alsooffernumerouspopulation basedservicessuchasLunchandLearn
sessions.

FundingMechanism: SBHCreceive mostof their fundingthroughstategeneral fund dollars.
Oncecenter receivesfundingfrom theMCHBG.

Geographic Availability/Distribution:SBHC are locatedthroughoutthestate.Oneof the
schools thatdoesnot haveacenter is in northern NewCastle Countyandtheother is in Dover.

School Health Programs
Delawarehasanorganized,effective system of schoolnursesmanaged by theDepartmentof
Education (DOE)which places anurseat every statepublicschool.Othercollaborative efforts
extendfrom veryyoungchildren up to andincludinghighschool students.TogetherDOEand
Family Health Services havecollaboratedin theoperation of thescoliosisscreening program, the
hearingconservationprogram,and theoptometryprogram.DOE workswith DPH’s EMSC
Program.In additionto Risk Watch,theEMSCprogramprovides trainingto school nurseson
preparing for andmanaging school emergencies.TheDPHandDOE have collaboratedto ensure
thatschoolbasedhealth centersare in anypublic schoolthat wants one.Togethertheydeveloped
aposition statement onSchool-BasedHealthCenters, whichclarifies thewellnesscenters’role
andscopeof services,whichcan bedeliveredin theschool setting.

There areover300full andpart timeschool nursesin Delawarethatservestudents in publicand
privateschools. TheDepartmentof EducationandtheDivision of PublicHealthhavealsoin
partnership, to providetraining to theschoolnursesonbio-terrorismandemergency
preparedness.
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FundingMechanism: Schoolprogramshaveavariety of fundingsourcesincluding state,school
district, andfederalfunds.

Geographic Availability/Distribution: In additionto 21public schoolsystemsthroughoutthe
state, therearenumerousprivateandparochial schoolsthroughoutthestate,themajority in New
CastleCounty.

6. Children with Special Health Care Needs

A. Major Health Issues, Gaps, and Disparities

Overall,key informants,throughtwo qualitystudies,interviewedfor theassessment,
believedthestate’sbirth to threesystemwhich providesservices through Child Development
Watch(CDW) is aneffective deliverysystemfor thatage group.CDW servicecoordination
providesacentralpoint of contact for familiesby linking health care,education, social
services,and family supportservices.Oncechildrenturn three, most of thechildrenare
servedthrough theeducational system where thelinks to thehealthcaresystemarenot as
clear. MostCSHCNare mainstreamedthroughoutthevariousschool districts. Someare
servedthrough theeducational system’s specialty schools.Theseschoolsarealsonamedasa
strongresource for families.

Primarycareneedsaregenerally taken careof and,particularly with theintroductionof
duPontPediatricClinics,accesshasimprovedthroughoutthestate.DuPontCSHCNClinic
andSpecialtyClinicshavealsobeen notedasbeingof highquality. (Seediscussionon
providers.)However, for families livi ng in southernDelaware,services areagreatdistance.

Thoseinterviewedalso felt that insuranceprovidedthroughthestatewith Medicaidandthe
DelawareHealthy Children Program wasadequate.On theotherhand,numerousparents
pointedout howdiff icult it is obtainingapprovalfor somespecific servicesor equipment
suchasin-homehealthcareassistants,certainwheelchairs,or pull-updiapers.Parentsare
alsomorepleasedwith Medicaid coverage thanwith thatof privatemanagedcarecompanies.
In addition, thereareother issuesof concernsuch asparent'slackof awarenessof available
services.(Seesectionon Direct andEnablingServices.)

Most obviousin assessingtheCSHCN systemis thefact thatservicedeliveryis fragmented.
After theageof three there is nocentralcontact point.Onceachild turnsthree, service
coordination is no longer offeredby thestate. Whilesomeserviceprovidersoffer case
management,theassignedmanagers generallyfocusononeareaof needinsteadof aholistic
approachto child andfamily. Theprovisionof servicecoordinationwouldalsohelpto
address otheridentifiedneedssuchasbetter communication between thepublicschool,
primarycarephysiciansandhealth care insurers;lackof onesourceof reliable information;
andimprovementin parents'understandingof healthcarecoverageandSSI.(Moredetailson
gapsare foundin thesectionsonEnablingandInfrastructureBuilding Services.)
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Service Gaps
Transportation: Communityleaders andconsumerscontinueto identify transportation asa
major problemin accessinghealth care throughoutthestate. Evenfor Wilmington residents,
transportation is citedasaproblem with long waitsfor buses,"non-accommodating
schedules",anddifficulty in handlingseveralchildren. Highlightsfrom thesediscussions
are:

• Medicaid requires48hoursnotification.
• Transportation is only providedfor thechild beingtreatedandoneparentmakingit

difficult for amother with morethanonechild.
• Evenif aparentgetstransportationto adoctor'soffice, shemaynot beableto get

transportationto apharmacy to pick upaprescription.

Lack of Telephones: Althoughwedonot keepacountof families whodonot havea
telephone,public health nurses report thatmanyof their clientslack aphone. It is often the
casethat whenawoman calls for anappointment,shecannotmaketheappointmentright
awayandis told to leaveamessage. Theproblemis thattheoffice cannotcall backif the
patient is calling from a payphone.

Oral Health: TheDivision of PublicHealth,Delaware Health& Social Services contracted
with theUniversity of Delaware’sCenterfor AppliedDemographyandSurveyResearch to
conductadental survey which wascompletedin 1998.Oneimportantfinding wasthat
Delawaresuffersfrom a seriousmaldistribution of dentists,which leaves SussexCounty with
asevereshortageandKent County far from optimalto meettheneedsof thegrowing
population.This finding wasbased on theindustrystandardof oneFTEdentist for 2000
persons. Most of theshortagein Sussex County appearsto bein thewestern, morerural part,
from Bridgeville to Laurel.Thesearea few highlightsfrom the report:1) Although97%of
general dentistsin New CastleCounty areacceptingnewpatients,only 84%in Kentand
81%in Sussexareacceptingnewpatients.2) Wait times for non-emergencypatientsin Kent
Countyaremorethandoublethosefor NewCastleCountypatients.3) Almost 20%of
Delaware’sdentistswill eithernot beactivein five yearsor areunsure.4) Younger dentists
aremorelikely to locatein New CastleCounty.This situation affects all Delawareans
particularly thosein thelower socioeconomiccategory. Theaffectonwomen,particularly on
pregnantwomenis devastatingsincelackof dentalcarecan leadto infectionsthatare
dangerousto themother andherfetus.

B. Program Capacity by Pyramid Levels

1.) Direct Care Services and Enabling Services

Financial Access
Impact of Medicaid and Managed Care
Stateand privatehealthcare insuranceplaysapivotal role in meetingtheneedsof all CSHCN.
Medicaid’sbenefitsaremoregenerousthan thebenefitsof manyprivatehealthplans,and
includeaccessto basicandancillary care thatare vital for thesechildren.
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Medicaidhasestablishedstandardsfor access to careand theavailabilit y of primary care
providersfor its ManagedCareOrganizations(MCOs). In thelast Request for Proposal,
Medicaidaddedseveral requirementsfor theMCOsto provideadequateaccess to specialistsfor
childrenwith special healthcareneedsevenif it meanstheyneedto authorizespecialists outside
of their contracted providernetwork. However, moststandardsarenot specific to childrenwith
specialhealthcareneedssuchasstandardsrelatedto waiting time for appointments,service
approvaltime,andtraveldistance to aprovider.

Sincetheinceptionof MedicaidManagedCarein Delaware, theManagedCareOrganizations
(MCOs),havechanged twiceoverfour years.Many parentsof CSHCNwere left to identify a
newMCOthatprovided thesameprimarycarephysicians,specialists,care,services, and
durablemedicalequipment.Even if theservices wereprovidedby thenew MCO, eachchild had
to bereevaluatedfor their current services.Theprocessof choosingandobtaining anew MCO
andretainingcurrentservicemodalities was challenging to CSHCN andtheirparents.

Title V usedseveralsources to analyzetheimpactof Medicaidandoverall managed careon
childrenwith special healthcareneedsandtheir families includingtheOfficeof CSHCN’s
surveycompletedby theUniversityof Delaware.

MedicaidManagedCare Organizationsprovidenetworksof careandservices for CSHCN
including primary,secondaryandtertiary care. Thedesignatedservicesandserviceproviders
arenot alwaysfamily-centeredandcommunitybasedandthoseliving in thesouth havelong
distancesto travelto obtainnecessary services.

However, thelastTitle V sponsored surveyof parentsof CSHCNshoweda fairly high level of
satisfactionwith their children’s primary carephysicianwith 84.1%statingthattheywerevery
satisfiedand13.3%stating that they weresomewhatsatisfied.This level of satisfactionwasnot
carriedover to satisfaction with theirhealthcareplan.58.8%wereverysatisfied and31.6%were
somewhatsatisfied.In theCAHPSsurvey(describedin theNeedsAssessmentsectiononDirect
HealthCareServicesand EnablingServicesfor PregnantWomen,Mothers,andInfants)which
surveyedadults,satisfaction with thehealthplanwas only slightly lessthanwith physicians. The
correlationwith adultexperienceandexperiencewith servicefor their childrenshouldbehigh.
However, it seemsasif thedemandsplacedon their healthplansaregreatergiventheneeds of
their children.

This surveyalsoidentifiedmany of thesameproblemsasthefocusgroupsandTitleV sponsored
surveyrespondentsidentified. Themostcommoncomplaintsincludehasslesin obtainingneeded
care,inability to obtain accurateandclear informationaboutavailableservices, and
unsatisfactorycoordination of services.Familiesof childrenwhosehealth conditionsaremore
unstable reportlesssatisfactionwith their child’s primaryhealth planandconsiderableproblems
coordinating their child’s care, accessingneededservices,andlocatingproviderswith theskills
andexperiencenecessaryfor their children.

Parentsneedclear information about healthplan benefitsandways to accessservicesfor their
CSHCN. Managedcare plans provide Health Benefits Managersto work with parentsof
CSHCN. However, parents are not always aware of what is available. In addition, the
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responsibili ty for the provision of therapeuticservices − mental health,speech,physical and
occupationaltherapy − needsto be clarified for parents becausethey areoften unsurewhether
these critical services will be providedby their child’s healthplan or the local schoolsystem.
Theyare alsounsureas to whichhealthplan,Medicaidor private,will payfor theservices. More
effective methodsto link these systems together and to provide information and support to
familiesareneeded.Improved coordinationof care and communicationamongprovidersof care
is essential. For children with complex needsservedby many different providersandagencies,
greateremphasison coordinated care is imperative. The more recent needs assessmentof
CSHCN throughHealthSystems Research,Inc. is still pending

Availability of Prevention and Primary Care Services
Shortages of Health Care Providers
As alreadydescribedin theAnnual Report section, DPHoffersdiagnostic andshort-term
treatmentservicesfor somespecialneedsfor childrenespeciallyin KentandSussexCounties
wheregeographicaccessis limited.

SpecialtyCarePhysicians:Themajority of this state’spediatricspecialists arehousedin the
duPontHospital for Children. CSHCNandtheir families who live down statecantravelasmuch
as2 hoursor morefor a doctor’s appointmentandthenhaveto go to their local networklab for
prescribedbloodwork andx-rays. A secondvisit to duPont Hospitalmaybeneededfor lab and
x-ray follow-up. This processis timeconsuminganddebilitatingfor amedically fragilechild
andfamily.

Dental Care: Delaware’s lack of dental providersparticularlyaffectschildrenwith specialhealth
needs.For instance,providers working with children with Cleft Palatehavenotedthatlackof
Delawaredentistsandorthodontistshasbeenaparticular challengesince it is imperativethat
they receivegooddental careto combatthesequelaeof theirbirth defect. At leastoneparent
interviewedduringthefocusgroupsessionsexpressedconcernsthat mostdentistsdonot want to
touchherseverelydisabled child andsheis forcedto travel a longdistanceto duPontHospital
for neededdentalcare. Thesurveyof parentsof CSHCNshowedthat while mostneeded
specialtyserviceswereprovided,a lower proportionof thoseneedingdental servicesactually
receivedthem(77.6%).Sincethis samplewasverysmall(116respondents),this problemmight
not extendto thelargerpopulation. However, givenDelaware’soverallproblemprovidingdental
caretheresultswerenot surprising.

Physical Therapy, Occupational Therapy, and Speech: School-agedchildrenwith special
healthcareneedsareoftenlimited to therapeuticinterventionsin theschool setting. Therapies
areusuallyprovidedin theconsultative modalityin agroupsetting by theteacherwhoconsults
with thetherapists.However,parentshavenot beenincluded.Therefore,carryover of therapies
is achallenge to parentsandothercaregiverswho arenot presentfor theintervention. Parents
seeaneedfor additionaltherapeutic interventionsin thehomein additionto thefunctional
therapiesreceivedin theschool. In mostcases, theyaredenied.Parentsarenot sureif thedenial
is from theschool,primary carephysician,and/ortheirhealthcareinsurance.
TheDuPontHospital for ChildrenhasinstitutedSpecialty Clinics particularlyto addressthe
needsof CSHCNin Kent andSussexCounties.Theneedfor Specialty Clinics outsideof the
hospitalis madeknownthrough reviews of clinic appointment books. Thehospitalhas
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establishedstandardsregardinghow longachild shouldwait for an appointment andhowfar
(therehasto beacertain number)a child shouldtravel to an appointment.Onceaneedis
identifiedaclinic is established (i.e., Cleft PalateClinic at theWilliams StateServiceCenter
threetimesa yearandOrthopedic Clinic in Seaford).Plansareunderway for aCardiacClinic in
Seaford andHematologyClinic somewhere in Sussex County. Clinics areheld everymonth
unlesstheneedindicates otherwise. Thespecialty clinics providemanyserviceproviders(MD,
RN, Nutritionist, Social Workers,andDentists)at onelocationandat thesameclinic visit for a
child to receivecomprehensiveservices.

Respite Care: Respiteservices areprovidedin a limitedcapacity to CSHCNwhodonot require
skillednursing. It is moredifficult to find serviceprovidersfor technologydependentchildren
thanfor childrenwith fewer medical needs.Typically, privateandpublic healthcareinsurance
doesnot supportrespitecare. However,therearesomeavailablesources of funding.The
Division of MentalRetardation (DMR) receivesstatefundsfor respite. DMR providestwo
weeksof respitecareto their clients. Children,whodemonstratea25%cognitivedelay,are
eligible to receiveservicesthroughDMR. Parentsaregiven theoptionto obtain theirown
respitecareprovideror theDMR will designatea provider. TheUnitedCerebral Palsy(UCP)
offersseveralstate- wide choices of respitecaresuchas,center- basedweekenddaycare;
summerdaycamp;and center–based weekendcare. UCPprovidesservicesto childrenwith
physicaldisabilitieswho donot requireskillednursing. TheEasterSeal Society providesrespite
for all children6 to 14with adisability.Thepopulationserved includesfamiliesof children with
cognitiveandphysicaldisabilities(includingventilator dependent). Therespiteservicesinclude
weekendsandover-night summercampall in Maryland. Thefamily must payfor theweekend
servicesalthough thereis limited financial assistancefrom EasterSeals for thesummercamp.
ThestateAutisticProgramalsoprovides servicesto familiesof its students. Familiesareentitled
to 24hoursof monthlyrespitecare, plusan additional 7 days per year. Parentsprovidesome
paymentandtheStateDepartment of Educationsubsidizestherest.

In thefall of 2003,TheCenterfor Disabilities Studies at theUniversity of Delaware, leader of
theRespiteCareTaskForce, published a reporttitled,"RespiteCarein Delaware:A Critical
Needfor Change". One of thekeyrecommendationsof this reportwasto coordinaterespite
servicesthroughoutthestate. Soonafter thereport wasreleased,representativesfrom Easter
SealsDelaware& Maryland’sEasternShore, anon-profit provider of rehabilitation treatment
andsupportservices,establishedacoalitionto work on therespitecareissuein thestate.

Theresulting group,theDelawareCaregiversSupportCoalition(DCSC), is chairedby Dr. Tim
Brooksof theUD Center for DisabilitiesStudiesand consists of morethan 25members
representing consumers, serviceproviders, andstateentities.Since thefirst meetingof the
Coalition in January2004, thegrouphasdevelopeda team charterandvisionstatementand
surveyedrespiteproviders andcaregivers to determinethecurrentstateof aswell astheneedfor
respite.

Theneedsassessmentsurvey conductedby theDCSCsupportedpreviousresearch,revealing
thatalthoughopportunitiesfor respiteexist, andtheresidentsof Delawareare interestedin
receivingrespiteservices,caregivers arenot alwaysableto obtaintheseserviceswith easeand



96

confidence.Basedon theresultsof our research, theDCSCdraftedaplanto designand
implementapilot RespiteDelivery System to coordinaterespiteservices throughoutDelaware.

Basedon therecommendationsof theRespiteCareTaskForcefor stepsin thecreation of a
respitedeliverysystem, theDCSC conductedstatewideneedsassessmentsurveysof respitecare
providersandcaregivers to determine thestateof respiteandexaminethelevel of unmetneed.

To gatherinformationon therespiteservices currentlyavailableto Delawareans,theDCSCsent
abrief surveyto careprovidersduringthemonthsof Julyand August2004. Respondentsto the
surveywerenearly unanimousin theirbelief thatthere is asignificantneedfor morerespitecare
in thestateof Delaware. Theonly organizationuncertainof theneed for respitenotedthattheir
clientshadnever asked for informationon thesubject.

Most respondentsalsoagreedthat fundingfor respite careis inadequate. Currently,respitecare
is beingfundedthroughprivatepay, Medicaid,andstatefundsprimarily. Responses suggested
thatlimited fundshave resulted in diff iculty recruitingandretainingcaregivers,ultimately
limiting accessto services.

Respiteservicesareavailable to individualsof all ageswith disabilities of all types, but survey
responsessuggestsomepopulationshavemoreopportunitiesfor respite. For instance,it appears
thattheelderly,peoplewith Alzheimer’s, andchildren with Autism aremostlikely to receive
services,while adults with mental illnessandindividualswith behavioral disordersarelesslikely
to receiveservices.

Survey responsesindicatethat respiteservicesare providedat awidevariety of locationsduring
weekday,evening, andweekendhours. Responsesalso suggest thatplannedrespiteservices are
far morecommonthan emergency services. It appears,however,thattheseservicesall arequite
limited. Clientscanacquirerespitefor only abrief period of timedueto limited provider
resources.

Respiteprovidersoffered thesekeypointsin the“Comments” sectionsof thesurvey:
• Thereis aneedfor statewidecoordinationof respitecare.
• Thereis a completelack of trained respiteworkers,with aparticular shortageof Certified

NursingAssistants(CNAs) availablefor respitecarethat requires amedicalcomponent.
• Salariesfor respitecareworkersaremuchtoo low – with theexceptionof theDelaware

AutistismProgram. Low salaries makeit diff icult to recruit, train,andretaincaregivers.
• Thereis aneedto develop avolunteernetwork of individualswhoarewilling to provide

respitecare.
• More in-homerespitecareis needed.Manyclientsfeel muchmorecomfortablein their

homeenvironment.
• Safetyandsecurityaremajor concernsfor serviceprovidersandcaregiversalike, and

thereforepropertrainingandbackgroundchecksarevery important.

To developabetterunderstandingof caregivers’needfor andunderstandingof respitecare,the
DCSCdistributedasurveyto nearly 3,000caregiversacrossthestateof DelawareduringJuly
andAugust2004. Surveysweredistributed by theAlzheimer’sAssociation,Child Mental
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Health(CMH), theDelaware Autism Program(DAP), theDivision of Developmental
Disabilities Services(DDDS), theDivisionof Services for theAging andAdultswith Physical
Disabilities (DSAAPD), theDivisionof SubstanceAbuseandMentalHealth(DSAMH), Easter
SealsDelaware& Maryland’sEasternShore,andtheNationalMultiple SclerosisSociety. Each
organizationdistributed surveys to asignificantportionof their clientele. As of January2005,a
total of 538surveyswere returned. Of these,282surveyswerecompletedby caregivers(the
remaining256werereturnedby individualswho respondedthattheywerenot providingcare).

Severalcommonthemes emerged during theanalysis of thecaregiversurveyresponses. The
majority of respondentsreportedthat theyprovideconstantcarefor a lovedone, andan
overwhelming numbersaidemotional strainandburnoutaretheir main difficulties in caregiving.
Overall,caregiversareconcerned for thesafety of their lovedones whentheyarein thecareof
another.This is of particular concern to thecaregiversof peoplewith difficulty communicating
andto (thegrowingnumberof) agingcaregivers; thesecaregiversworry whatwill happento
their chargeswhenthey areno longer able to providecare. Delawareansareclearlyinterestedin
acquiringrespite,andhopeto identify trustworthy,reliable, andaffordable respitecare.

Themajor concernsof caregivers included:
• Thesafetyof their lovedones whentheyarenot presentto supervise.
• Whatwill happento their loved ones whentheyareno longerableto providecare.
• Findingcaring,compassionatecaregiverswhounderstand thepersonaswell asthe

disability, andwhowill providedignifiedcareaswell asstimulation.
• Findingtrustworthycaregivers to providecarein caseof emergency/for respite.
• Findingadequate financial resourcesto fund respitecare.

2.) Population-Based Services

Attorney General’s Abuse Intervention Committee

TheDirectorof CSHCN has been an active participantof theAttorneyGeneral’Abuse
InterventionCommitteewith thepremisethatCSHCNaremorevulnerableto child abuseand
neglectthenthegeneral population.TheAttorneyGeneral’s AbuseInterventionCommittee
envisionsachild protectivesystem whereall residentsof Delawarerecognizeandproperly
respondto child abuseand neglect, wheretheinterventionsareappropriateandeffective,and
child safety andwell beingareensured.

TheAttorneyGeneral’s AbuseIntervention Committeemission is to partnerchild protection
professionals(child welfare, law enforcement, medical, mental health, advocacy, legaland
relatedfields) in orderto identify opportunitiesfor improvementanddevelopcoordinatedmulti
disciplinaryapproaches to child abuseandneglectinterventionsthat promotephysical and
emotionalsafety.

TheAG’s AIC hasbeen instrumental in improvingthemultidisciplinary responseto child abuse
investigationssince1988. Overthelastdecadeandahalf, theAG’s AIC has developed
Memorandaof Agreementbetween agencieswhichoutlinemodel practices,hasprovidedexpert
quality trainingsat no to low cost,andhasbeeninstrumentalin thecreationof such
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organizationsastheChild Death, NearDeath andStillbirth CommissionandtheChildren’s
AdvocacyCenterof Delaware.In 2006,theAG’s AIC will provideanintensive curriculum on
forensicinterviewingtechniques in conjunctionwith theAmericanProsecutors Research
Institute.

Althoughmemberswork in variousfields, wehavecommonvalues. Thesevaluesguideusin
ourcollaboration:

1. Our focusis onchild safety andhowto limit furthertraumato thechild.
2. Wecollaborateusingamulti-disciplinary approach.
3. Weopenlycommunicate to promotemutualtrust.
4. Weapproachissues in a fair andobjectivemannerthat demonstratescultural

sensitivity .
5. Wearerespectfulof needsandperspectivesof families,agenciesandothers.
6. Wepromotebest practice,utilize problemsolving methods,and removeobstacles in

thesystem.
7. We fully supportandparticipate in theactivities of thecommittee.
8. Weutilize our resources in themostefficient way to producemeasurableoutcomes.

Thegoalsof theCommitteeare to:
• Developandmaintainmembershipof committeeto ensuremulti disciplinary

approach
• Increasecollaboration
• Increaseawarenessandunderstandingof child abuseandneglect
• Build theprofessional capacity of thosewho intervene
• Identify gapsin thesystem andbesolutionoriented
• PlanandoverseetheChildren’s JusticeAct Grant in accordancewith thefederal

Child AbusePrevention& Treatment Act
• Exploreadditional fundingopportunities

7. Linkages to Promote Provision of Services and Referrals
A. State Service Centers
TheDivision of StateServiceCenters within DelawareHealthandSocialServices
administersastatewidenetwork of servicecenters.Thesecenters, 14 in total, serveas multi -
service facilities in whichvariouspublicandprivateagenciesareco-located,with thegoal of
promotingaccessto Delaware'shealth andhumanservicesystem.Thegoal is to provide
client supportservicesthat promoteincreasedaccessibility,enhancedservice integration and
efficientservicemonitoring. Annually, morethan600,000visits aremadeto StateService
Centers throughoutDelaware. Each service centerprovidesamix of servicesappropriateto
thecommunitiesthatit serves.Thereareover 160programsandservicesdeliveredthrough
stateservicecenters.

TheDivision of PublicHealth locates manyof its clinics at thecenters includingseveral very
largeoperationssuchas Hudsonin Newark,Northeast in Wilmington (NewCastleCounty),
Williams in Dover,Milford StateServiceCenter(Kent County),andBridgeville, Pyle,
Laurel,GeorgetownandShipley,all in SussexCounty. Refer to mapof clinics for more
detail. In addition to PublicHealth, servicescan includeprobationandparole,mentalhealth,
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social services,andMedicaid.

B. Christiana Care’s Perinatal Behavioral Health Program
All womenof child bearingyears within theChristianaCareHealthSystemperinatal
obstetricalcatchmentregionareeligible to participate in this pilot programaimedat
maternaldepression.This program spans thecontinuumof careandcoordinates universal
screening, education,andtreatment efforts asthepatientmovesthroughdifferentstages
of her life anddifferentparts of thehealthcaresystem.Thegoal is to provideseamless
carethatintegrateswith pre-existingperinatalandbehavioral healthpathways. Thekey
componentsof theprogramincludeearlyidentification though universal screeningof all
pregnantwomen,assessment/triageto theappropriatelevel of intervention,andongoing
casemanagementwith serial assessments.Servicesmayincludesocial service referralsto
community agencies,education andsupportgroups, infantdevelopmentclasses,lactation
consultation,perinatal bereavement consultationfor previouslosses,psychiatric
evaluationandcounseling,andcrisis intervention.

C. Child Find
Underthe Individualswith Disabilities EducationAct (IDEA), Delawarehas established
aComprehensiveChild FindSystemto locatechildrenwith disabilities. TheSupporting
DocumentsincludethePart C flowchart, whichshowsthedesignfor thePart C or Birth
to ThreeSystem. Thesystem wasdesignedin amannerto build uponandexpandthose
programsin placeprior to Part C. Theflow chart showshowthevariousreferral sources
feedinto CentralIntake. Central intakeallowsfor thetrackingandreferral linkagesfor
infantsand toddlerswho areat risk andarenot eligibleunderPartC. Included asan
integralpartof theCentral Intakeprocessis theHomeVisiting program.

D. Medical Home
TheOffice of Childrenwith Special HealthCareNeedsin partnershipwith theMedicaid
Office,FamilyVoices,and thelocal chapterof theAmericanAcademyof Pediatricsis
developingamedical homemodel to meetthecarecoordinationneeds of CSHCN. In the
medicalhomemodelachild’s primary carephysicianwill bedesignatedasthemedical
home to ensurethatservicedelivery is family-centered, community-based, culturally
competent,coordinated,comprehensive,cost-effective,andcompassionate

8. Infrastructure-Building Services

A. Total Maternal Child Health Population

1. Delaware Health Care Commission
TheDelawareHealthCareCommissionis an independentpublic bodythatreports
directly to theGovernor andtheGeneral Assembly. It was establishedby theGeneral
Assemblyin 1990to developa “pathwayto basic, affordablehealthcarefor all
Delawareans”.Servingon theCommissionaretheSecretariesof Finance, Healthand
SocialServices,Children, YouthandtheirFamilies, theInsuranceCommissionerand
six privatecitizensappointed by theGovernor,theSpeakerof theHouseand the
PresidentPro-Temporeof theSenate.TheCommissionhasadministrativejurisdiction
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overtheDelawareInstituteof Medical EducationandResearch,which allows
JeffersonMedicalCollegeto functionasDelaware’smedicalschoolandoverthe
DelawareHealthInformationNetwork,whichpromotesanintegratedhealth
informationnetwork. TheLt. GovernorservesastheChair. While theDirector of
theHealthSystemsDevelopmentBranchattendsmeetingsandprovidespublichealth
informationasneeded,sheno longeris providingpolicy support.

TheHealthCareCommissionhasfocusedonseveral initiativesdesignedto increase
accessto healthcarefor uninsuredandunderservedDelawareans,includingthe
CommunityHealthcare AccessProgram, theStatePlanning Program,andananalysis
of thesafetynetin Delaware. TheHealth CareCommissionalsoconveneda
committeearoundmentalhealth issues andpublished ‘The CommitteeonMental
HealthIssuesFinal Report.’

2. Delaware Medicaid Office
TheDelawareMedicaid Office is administeredby theDivision of Social Services.
UnderDelaware’sMedicaidprogramtherearetwo MedicaidManagedCare
Organizations(MCOs)andDelawareHealthyChildrenProgram(DHCP),Delaware’s
SCHIP program. Under theMedicaidmanaged careplan,Delawareresidentschose
betweentheDiamondStatePartners,establishedin 2003andmanagedby thestate
Medicaidoffice, or DelawarePhysiciansCareHealthPlan,establishedin 2004and
managedby SchallerAndersonof Delaware, Incorporated.BothManagedCare
Organizations offer identical Medicaid benefit packages.DPH workscloselywith DE
Medicaidonavariety of issues, includingaccessto healthcarecoverageandmedical
homesfor all children,includingthosewith specialhealth careneeds,and pregnant
women,oral health access,prenatal care access,Child DevelopmentWatch
operations,andearly childhoodsystemsdevelopment.To date, 139,187Delaware
residents receiveMedicaid services and 10,825childrenarecurrently enrolledin the
DHCPprogram.

3. Delmarva Health Initiative
Fourcommunity partners, including threehospital systems(BeebeHospital,
Bayhealth, andNanticoke)andtheDivision of PublicHealthOffice of PrimaryCare,
havejoinedforcesto identify thosewithout amedicalhomeand to provide
informationto helpthem to accessservices. This partnershipis responsiblefor
developingandimplementingtheRural Health Plan.

4. Department of Education (DOE)
TheDelawareHealthandSocial Services,andtheDepartmentof Education work
collaboratively to develop programspromotingthehealthof childrenin Delaware.
Examplesincludethedelivery of EPSDT servicesin theschoolsettingandin
providing supportfor School-BasedHealthCenters.TheDepartment of Education
initiatedaCoordinatedSchoolHealth Coalitionin 1999that includesseveral
commissionsor taskforces,basedupontheCDC CoordinatedSchoolHealthModel
which includeDPHparticipation. Currentlythereare threecommissions: Health
Education, HealthServices,andPhysicalEducation.Futurecommissionswill
includeNutritionServices,School Climate, Staff Wellness,andCounselingServices.
Thus far standardshave been developed for healtheducationthat canbeused in other
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curriculasuchasreadingor social studies. TheCoordinatedSchool HealthProgram
Teamis composedof avariety of health andeducationrelatedagencies, private,and
public includingparents. Theyrecruitedschoolapplicantsto participatein aneeds
assessmentof health needsin their respective schools.Af ter identifying thespecific
needs,plansweredeveloped to target thoseneeds.TheDepartmentof Education
(DOE)hasalsocollaborated with DHSSin developmentof thePartC early
intervention efforts. Staff are alsohousedandincorporatedinto theCDW teamand
serveasliaisonsfor transitionandIndividualswith DisabilitiesEducation Act (IDEA
B and C) issues.This yeartheOffice of HealthServices,DOE, in partnershipwith
theDPHto providetraining to school nurseson teen pregnancyprevention,lead
poisoning, tuberculosis,immunizations,andpublichealthresources. Delawarehasa
comprehensivesystemof schoolnurses,with onein each school and mostprivate
schools. Thereareover 300 full andpart timeschoolnursesin Delawarethat serve
students in publicandprivateschools. TheDepartmentof Educationandthe
Divisionof PublicHealth havealsoin partnership,to providetrainingto theschool
nursesonbio-terrorismandemergencypreparedness.

5. DOE Head Start Collaboration Office
TheDOE-HeadStartStateCollaboration OfficeandtheDivision of Public Health
havealsopartneredunder theHealthy Child CareAmericaandECCSprojectsto pilot
thePartnersin Excellence:PromotingSocialandEmotionalCompetenciesin Young
Children(PIE)projectin 15HeadStarts,ECAPs andchild carecenters statewide.
Thepurposewill beto developandutilize evidence-basedsocial-emotionalclassroom
strategiesto promote resiliencyandfosterappropriatesocial-emotionalwell-being in
youngchildren.

6. Department of Health and Social Services (DHSS) Division for Aging and Adults
with Physical Disabilities
This Divisionhasthelead for Traumatic Brain Injury issuesin thestate. TheCSHCN
Directorworkscloselywith theDivision to ensurethat theneedsof childrenare
addressed.DPH hasalso workedwith this divisiononavarietyof initiativesfor
olderwomen.Al though theDivision for Aging andAdultswith PhysicalDisabilities
maintainstheleadfor theadult TBI issuesin thestate,theDivision of PublicHealth,
CSHCN, is working through aSubcommitteeof theCouncil for Personwith
Disabilities to addressthepediatric TBI/ABI issues. TheDivision for Aging and
Adults with Physical Disabilities has gainedapprovedfor aTraumatic Brain Injury
Medicaidwaiverfor the adultpopulation.

7. Department of Health and Social Services (DHSS) Division of Social Services
Child Care Office
TheDivision of SocialServices,Child CareOffice managesthechild care servicesto
supportfamilieswith youngchildrento enablethecaretakerto holda job, obtain
training or meetspecial needsof thechild. Child caremayalsobeprovidedin child
abusecases to helpprotectthechild. Theservice is availablefor childrenfrom
infancythroughtwelveyearsof age.DSSdetermines eligibility basedon theneedfor
serviceandincome.Theincomelimit is currentlyset at 200%of theFederalPoverty
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Level (FPL). DPHand DSS-Child CareOffice havepartneredto ensurethathealth
andsafetystandardsin all licensedchild carecentersandhomestatewideare
improvedthroughtraining, technical assistanceandregulations.TheDSS-Child Care
Office is assistingDPH with fundingto support thestatewidenetwork of child care
healthconsultantsin thecomingfiscal year.

8. DHSS Division of Developmental Disabilities Services (DDDS)
Divisionof Developmental Disabilities Services(DDDS),DPHcollaborateswith
DDDS onTraumaticBrain Injury issues, respitecare, andChild Development Watch
operations.TheDDDS providesanarrayof servicesfor individualswith mental
retardation andotherspecific developmentaldisabilities and their families,whomeet
eligibili ty criteria.This agencyis currentlypartneringwith DPHandother
community partnersto pilot universal developmental screeningof all childrenunder
theageof five.

9. DHSS Division of Management Services
This agencyprovideshumanresources,budget development,andevaluationservices
to otherDHSS divisions. It alsohousestheBirth to ThreeOffice,whichprovides
administration for Part C.

10. DHSS Division of Substance Abuse and Mental Health
TheDivision of Public Health (DPH) workswith this agencyonwomen'shealth
issues,planninga women'shealthconference,and infantmortality issues.Thereare
five objectivesrelated to alcohol anddrugusein Healthy Delaware2010.

11. DHSS Division of State Service Centers
DPHhasworkedwith this agencyto improvethefollowing programsdesignedto
assist Delawareans,mostin need andlink to theappropriatecommunity or state
resources:
• TheDelawareHelplineprovidestoll-freeinformationand referral for persons

seekinginformationaboutpublicandnon-profit services.
• Dental TransportationServices,in cooperation with theDelawareschool system,

ensuresthatschool-agedeligible low-incomechildrenaretransported from school
to dental clinics located in thestateservicecenters

• Adopt-a-Family is astatewideprogramthat aidsfamiliesin crisis--- those
struggling with illness,homelessness, domesticviolence, povertyor
unemployment.This yeartheypartneredwith DPHto includeBackto Sleepand
SIDS informationto pregnantwomenand familieswith childrenunderthe ageof
one.Theyalsopartneredwith DPHto provideMedicaid/SCHIP information to all
families receivingschool suppliesfor their childrenin theFall of 2004.

• KinshipCareProgram provides assistancefor relativecaregiversduringthe180-
daytransitionperiodwhenachild first movesinto thenon-parentcaregiver's
home. Theprogramassistsin meeting thechild’s immediateneedsfor clothing,
shelter,health,safety, andeducational supplies.

• Carseatloanerprogramprovidescarseatsto needy families.
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12. DHSS Division for the Visually Impaired
TheDPHChild DevelopmentWatchworks with DVI to provideservicecoordination
for childrenwith visual impairmentsor whoaredeaf andblind.

13. Federally Qualified Health Centers
TheOfficeof PrimaryCareis locatedin theHealthSystemsManagementSectionof
DPH.TheHealth SystemsManagementDirectorassistsasafacilitator to theFederally
QualifiedHealthCentersandcoordinateswith theFamilyHealthSectionDirectorto
ensureavarietyof primaryand preventive maternalandchild health services.

TheOffice of Primary Carestaff continueto work closelyto ensureaccessto
healthcareservicesfor uninsuredandunderservedDelawareans.Delawarehas
benefitedgreatlyfrom thePresident’s Initiative to increaseaccessto healthcare
servicesthroughcommunityhealthcenters. Delawarenowhastwo Federally
QualifiedHealth Centers (FQHCs)in NewCastleCounty (HenriettaJohnsonMedical
Center),onein KentCounty(DelmarvaRural Ministries/KentCommunityHealth
Center),andonein SussexCounty (La RedHealth Services).

14. DHSS Office of Emergency Medical Services
TheOffice of Emergency Medical Servicesof theEmergencyMedicalServices
Section, hascoordinated with MCH, includingCSHCN,regardingissues around
emergencypreparednessfor children andwith injury prevention.A SpecialNeeds
Alert Programhasbeen activated to link CSHCN with the911system andthefirst
responderswithin their community.Therearefour objectives relatedto injury and
disability in HealthyDelaware2010.

15. Department of Services for children, Youth, and Their Families
TheDepartmentof Services for Children,Youth,andTheir Families (DSCYF)was
createdin 1983to consolidatechild protective(Division of FamilyServices,DFS),
child mentalhealth,and juvenilecorrectionserviceswithin asingleagency. Family
HealthServices(FHS)has maintained acooperativerelationship with this agencyfor
joint planningof services. A Memorandumof Understanding(MOU) betweenthe
DPHandDFSestablishes uniform criteria for respondingto reportsof abuseand
neglectanddelineates theresponsibilitiesof DPHandDFSpersonnel.TheMOU
addressestheneedfor ongoing,collaborativetrainingandjoint caseplanning
betweenpersonnelin eachagency.DFSandDPH areco-located at severallocal sites
wheredirect servicesareprovided. DFSstaff is also housedat bothsitesof Child
DevelopmentWatchandare fully incorporatedinto themultidisciplinary assessment
team. In addition, DPHhascollaboratedwith theOfficeof Child CareLicensingto
improvethetrainingandsupportfor childcareprovidersin theareas of healthand
safetyandin thedevelopment of theearly childhoodcomprehensivesystems
planning. TheDivision of Child MentalHealthhas aworking relationshipwith
School-BasedHealth Centers,worksclosely with center coordinators to ensure
appropriatereferralsandobtaintrainingfor staff,andhascontributedto the
developmentof theMaternal andChild Health grant.
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16. SSDI
TheSSDIprogramis partof theHealth SystemsManagementSection within
CommunityHealth. TheSSDI Coordinatorserveson theMCH NeedsAssessment
Steering committee.Otheractivities,both plannedandcompleted,includethe
completion of aninventory of resourcesavailable in Sussex Countyandthe barriers
experiencedby theHispanicpopulationin accessinghealthcare;completion of an
oral healthcareneedsassessmentof pre-schoolandelementaryschool-agedchildren
throughoutthestate;completion of aCommunityHealthProfile for every community
in Delawareandpresentationof thoseprofilesto community leaders;and
collaboration with thestateandcommunitystakeholdersin developingstrategiesfor
addressing identified needsderived from theMCH needsassessment.

17. Women, Infants and Children Program )WIC)
WIC workswith theDPHandotheragencies to provideservices andensurequality.
For instance,WIC wasinstrumental in theformationof theDelawareBreastfeeding
Advisory Board,whichnowoperates undertheperinatalAssociationof Delaware.
WIC alsoworkscloselywith teen pregnancypreventionprogramsto prevent
additionalpregnancies,with theImmunizationprogramto esurecomplianceby their
recipients, andwith themarch of Dimes programto provideinformationabout folic
acid.

B. Pregnant Women, Mothers and Infants

1. Perinatal Board
In November1995,GovernorCarpersigned ExecutiveOrder Number37establishing
theDelawarePerinatal Board. Its purpose is to:

• provideoversightfor theinfant mortalityproblem
• assess, defineandprioritizeproblems
• assist in thedevelopment of anapproach
• establishappropriatestandards
• assessthestate’sneedfor services on acommunity-by-communitybasis
• evaluatetheeffectivenessof initiatives
• coordinateandmanage relevant data.

ThePerinatalBoard hasover this past yeardisbandedwhile acting asaninterim
committeeto assistwith thepreparation of legislation for anewHealthyMotherand
Infant Consortium. TheConsortiumis the resultof amajorrecommendation of the
statewidecomprehensiveInfantMortality TaskForce.

2. Infant Mortality Task Force
TheInfantMortality TaskForcewasimplementedwith thefollowing goalsto
include:

• Defining theinfantmortalitystatusof Delawareascompared to thenation and
theregion.
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• Defining thedisparities amongraces relatedto infantmortali ty and
determining thereasonsfor theincreasingdisparitygaps.

• Identifying risk factorsandunderlying etiologieswhenpossible.
• Reviewingscientificliteraturewith thepurposeof determiningrisk factorsfor

infantmortality andbestpracticesfor preventionandintervention.
• Determining andassessing theimpactof relevantrisk factors.
• Increasingawarenessof thescopeof theproblemamonggovernment

officials, medicalprofessionals,andthepublic.
• Improving coordinationbetweenandamongpublic andprivatesector

agencies.
• Recommendingcritical changesto theprofile of, operationsof, andsupport of

theDelawarePerinatalBoard.
• Identifying areasrequiring additional researchand education.

Theresultsof the“Inf antMortalit y Task Force”havebeenfinalizedwith thereport
andits recommendationsforwarded to theGovernor. TheInfantMortality Task
Forcewasmandatedto developbroad-basedrecommendationsfor thereductionof
infantmortality in thestateof Delaware. Therecommendationshavebeenbased
upon scientificevidence,definedpartnerships,expectedcontributions,timelines,
review,andevaluation.Theserecommendationsencompassbut arenot limited to
chargesto business,community,education, communitiesof faith, providers, insurers,
andthegovernment.The twentyrecommendationsinclude:

• Conductacomprehensivereviewof every fetal and infantdeathin Delaware.
• Createamonitoringsystemto increaseunderstandingof therisksfacedby

pregnantmothersin Delaware.
• Establish theDelawareHealthyMotherandInfant Consortium (DHMIC) as

successorto thecurrentPerinatalBoard.
• CreatetheCenterfor Excellence in Maternaland Child Healthand

Epidemiology within theDivision of PublicHealth.
• Improveaccessto carefor populationsdisproportionately impactedby infant

mortality.
• Provideaccessto preconceptioncarefor all womenof childbearingagewith

historyof poorbirth outcomes.
• Require thatinsurers cover servicesincludedin standardsof carefor

preconception,prenatal andinterconceptioncare.
• Implementacomprehensive(holistic) FamilyPracticeTeamModel to provide

continuouscomprehensivecareand comprehensivecasemanagementservices
to pregnantwomenand their infantsup to two yearspostpartum.Services
wil l includecomprehensivecasemanagement,trainedresourcemothers,
outreachworkers,nurses,social workers,andnutritionists.

• Implementfederalstandardsfor CulturallyandLinguistically Appropriate
Services(CLAS)

• Createa culturalcompetencecurriculumfor providers.
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• Improvecomprehensivereproductivehealthservices for all uninsuredand
underinsuredDelawareansup to 650%of poverty.

• Fundanin-depthanalysis of programsin Delaware thatmitigateinfant
mortality andcreateand implement an ongoingprocessfor continuousquality
improvementfor servicesandprogramsdevelopedto eliminate infant
mortality.

• Createanepidemiologicalsurveillancesystemto evaluateandinvestigate
trendsandfactorsunderlying infantmortalityanddisparity.

• Createa linkeddatabase system to meet dataanalysisandprogramassessment
goalsandimprovehealth care andservices providedto thepublic.

• Conductastatewideeducation campaign on infantmortality targetedat high-
risk populations.

• Expandthebirth defect registrysurveillanceandmakeit proactiveby
broadeningmonitoring, early intervention andpreventionprograms.

• Continueto improvethestatewideneonatal transportprogram.
• Evaluateenvironmental risk factorsfor poorbirth outcomes.
• Promoteoral healthcare, particularly thepreventionand treatmentof

periodontal disease,asa component of comprehensiveperinatalprograms.
• Provideanannualreport to thegovernoroncurrentandfuturefactors

impacting theavailability of obstetrical practitioners. Include
recommendationsto remedy systemscapacityissues.

3. Delaware Healthy Mother and Infant Consortium
Pending legislation,HB202authorizes useof funds to improvematernal andinfant
health. In addition,thelegislation establishesTheDelaware HealthyMotherand
InfantConsortium(DHMIC) to coordinateeffortsto preventinfantmortality and
improvethehealthof pregnant womenandinfantsin theStateof Delaware.DHMIC
is anetwork of organizationsandindividualsthatwill providestatewide leadership
andcoordinationof efforts to preventinfantmortality andimprovethehealthof
pregnantwomenandinfantsthroughoutDelaware.TheConsortium’spriorities and
advocacyagendashallbeinitiall y dictatedby therecommendationscontained in the
reportentitled“Reducing InfrantMortality in Delaware– Recommendationsof the
InfantMortality TaskForce”, released in May 2005.Whenestablished,theDHMIC
wil l:

• Provideadviceand supportto stateagencies, hospitalsandhealth care
practitionersregardingtheir rolesandreducinginfantmortalityandimproving
thehealthof pregnantwomen andinfants.

• Facilitatecollaborativepartnershipsamongpublic health agencies, hospitals,
health carepractitionersandall other interestedagenciesandorganizationsto
carryout recommended infantmortalit y improvement strategies.

• Recommendstandardsof care to ensurehealthypregnantwomenandinfants.
• Coordinateeffortsto addresshealth disparitiesrelatedto thehealthof

pregnantwomenandinfants.
• Overseedevelopmentand implementationof researchactivitiesto better

understand causesof infantmortality.
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• Coordinateeffortsto prevent conditionsandbehaviors thatleadto unhealthy
pregnantwomenandinfants.

• Meetsemi-annually with theSecretaryof HealthandSocialServices to
review progress,priorities,andbarriers relatedto theConsortium’spurpose.

• Recommendlegislationandregulations thatwill enhancethehealthof
pregnantwomenandinfants.

• On anannualbasisissuea report to theGovernoron thestatusof thehealth of
pregnantwomenandinfantsandprogressin implementing recommendations
of theInfantMortality TaskForce.

4. Fetal and Infant Mortality Review Pilot Project
Thefollowing information is from theExecutiveSummaryof TheFetal andInfant
Mortality Review(FIMR) in Delaware: FindingsfromthePilot Study andLessons
LearnedaboutImplementing a StatewideFIMR, June2005. TheFetalandInfant
Mortality Review(FIMR) pilot studywasbornout of an interest to helpinform the
InfantMortality TaskForce(IMTF) on thepotential benefitsof locally applying the
national FIMR model,a processof reviewing fetal andinfantdeathsto addressgaps
in thesystemsof carethatservewomen,children andtheir families. Infant birthsthat
resultedin adeath at ChristianaCareHealthSystemduring2003wereincludedin the
study. Thestudywaslimited to onehospitalfor logistical easeandto facilitate
medicalrecordavailability. Fifty-six potentialinfant deathcaseswereidentified that
met thesecriteria; eightcases wereexcludedasbeinginappropriate for FIMR, and
hencethefinal pilot studysamplewascomprisedof 48 infant deathsoccurringto 43
mothers.

Maternalandinfantmedical recordswereabstractedoneach of the48cases,and
medicalsocialworkers from theDivision of PublicHealthattemptedto contactall 43
mothersto obtainamaternal interview. In 18 cases(38%of thepilot sample),
maternalinterviews were completed. In 21cases (44%)themothersrefusedthe
interview, andin 9 cases(19%)themothers couldnot belocated. Medical record
information,informationfrom thestateservicedatabaseandthematernal interview,
if available,wereusedto prepareade-identified summaryof each case.Oneof two
multidisciplinaryCaseReviewTeam(CRT)panelsreviewed eachcasesummary.
TheCRTpanelsidentifiedpertinent risk factorsfor poorpregnancyoutcomesin each
case,communityresourcesthat wereavailable but not usedby themother, and
community resourcesthatarenot currently availablebut thatmayhavebenefitedthe
motheror infant. Fromtheirdiscussion,theCRTpanelsderivedrecommendationsto
addressissuesof concernandgapsin systemsof carefor pregnantwomen, infants
and their families. Five priority issuesthat wererecurring themes uponcasereview
andtheresulting recommendationsinclude:

Issue 1: Manywomenpresented lateto medicalattentionwith advancedpreterm
labor.Someof thesewomendid not correctly identify earliersignsof pretermlabor
or chorioamnionitis.

Recommendation 1: There is aneed for amorecomprehensive approach to
pretermlaboreducation
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Issue 2: Manywomenwith risk factorsfor poorpregnancyoutcome,including
significantpsychosocialneeds,experiencedadelayin follow-upor inadequate
referralsmadefor public assistanceor publichealth services.

Recommendation 2: Facilitate thescreeningandreferralof high-risk pregnant
womento increaseaccess to casemanagement,mental healthcare andpublic
assistanceprograms as appropriate.

Issue 3: Manywomenwith infant lossesarenot accessingbereavement support.

Recommendation 3: Thereis aneedfor moreculturally appropriateand
community-basedbereavementsupportservices.

Issue 4: A notableproportion of theFIMR pilot sampleincludedwomenwho
hadsuboptimalhealth,significant past obstetrichistoryor poorlifestylechoicesat
thetimeof pregnancy.

Recommendation 4: Thereis aneedfor moreculturally appropriateand
community-basedbereavementsupportservices.

Issue 5: Somewomenin thepilot samplewith multiplegestationand/orobesity
hadinadequateor inappropriateweight gainduring pregnancy.

Recommendation 5: Nutrition counselingservicesshouldbemorewidely
available andreimbursableasastandardof care in pregnancy,especially among
high-risk women.

Thecasesincludedin theFIMR pilot studysamplearenot representativeof all infant
deathsin Delaware.The infant deathsincludedin theFIMR pilot differed from those
deathsexcludedin somenotableways,andthese differencesshouldbekeptin mind
whenconsideringtherecommendationsmade. Thepilot sampleincluded a higher
proportion of casesfrom suburbanNew CastleCountyandfewercasesfrom Kent
andSussex Counties. A greaterproportionof mothers includedin thepilot sample
hadearly prenatalcareandprivatehealth insurancecomparedto thosemothers
excludedfrom thepilot. Theinfantsin thepilot wereof youngergestationalageand
lowerbirthweight asa groupcompared to thoseinfantsnot includedin thepilot. The
vastmajority of infantsin thepilot diedof complicationsof prematurity. Therewere
few infantsin thepilot whowereborn at term andlived beyondtheneonatalperiod
(28days).

Thereweresomelimitationsfaced in conductingtheFIMR pilot study,and these
limitations helpinform planningfor thelong-termimplementation of FIMR in
Delaware.Recommendationsfor themajornextstepsof FIMR implementation
include:

• Institutionalizethecoordinationof FIMR with child deathreviewunderthe
statutoryauthority of theChild Death, NearDeath andStillbirth Commission.
Procedures for FIMR will needto beapprovedby theCommission.

• Fundstaff to implement FIMR including: a FIMR Coordinator,maternal
interviewer,anadministrativeassistant and,for startup,aphysician
consultant. Thematernal interviewer shouldbea Division of PublicHealth
medicalsocialworker with skills in bereavementcounseling.
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• Expandthenetworkof communitypartnersworkingwith FIMR to serveon
CaseReviewTeams in KentandSussexCountiesaswell asa team for New
Castle Countyand,if deemed appropriate,theCity of Wilmington.

• Setupcommunity actionteamsto begin reviewing andimplementing the
recommendationsfrom thepilot studyin eachof thecounties.

Theproposedplanfor FIMR is astarting point for discussion amongthepartnersand
stakeholdersin Delaware committed to improvingmaternaland infant health
outcomes. FIMR is aprocessthat is adaptableto local needsandshouldbereviewed
ona regularbasisto bestserveDelaware’scommunities.

5. March of Dimes
TheFamily HealthServices Director(Title V) hadservedon theProgramServices
Committeeof theMarch of Dimes.TheFamily HealthServicessection staff
voluntarilyservesonvariousMarchof Dimes-DelawareChapter(MOD) committees
to improve thehealth of babies by preventingbirth defects andinfantmortality.
Thereis currentDPHrepresentation on theProgramServices, GrantsReviewand
CommunityOutreachcommittees.Thesecommitteesconsistof representationfrom
public andprivateagencies,businessleaders, communityadvocates andfamily
advisors.DPHhasprovided fundingtowardstheannualprematuritysummit which
focuseseducatingthecommunityandmedical providers on thespecific needsof
familieswith prematureor low-birth weightchildren anddevelopmentof strategiesto
reducethenumberof prematurebirths.In 2004-2005, DPHalso funded astatewide
MOD community outreach environmentalhealthinitiative providingradontesting
kits in thehomesof pregnantwomenand familieswith infants.Delaware’s MOD also
is oneof 15chaptersto support theNICU FamilySupportProgramwhich provides
directserviceandsupportto families with infantsin theNICU of ChristianaCare
Medical Center. Throughourpartnership,familiesaredirectly linked to DPH
programsto assistwith transitionfrom hospitalto homefor themostvulnerable
babiesprior to discharge. DPHwill continueto collaboratewith theMarchof Dimes
in a joint effort to increaseaccessto qualityprenatal care,reducethenumber of
prematurebirthsandbirth defects andimprovehealthoutcomes of all children.The
MOD staff collaboratesandserves onDPH’s InfantMortality Task Forceandthe
Fetal Mortality Review Committee.

This committeewhich is madeupof representativesof manyof theagencies
describedin this application is devoted to developingplansfor Marchof Dimes
programsparticularlythe“Train theTrainer”, preconceptionalhealthcounseling,
application for national programfunding,anddevelopment of fund raisingactivities.
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6. Perinatal Association
ThePerinatalAssociationmergedwith ChildrenandFamiliesFirst; thesepartners
shareasimilarmission. ChildrenandFamilies First conductscounseling, fostercare,
andtheResourceMothersProgram. Therearenine(9) ResourceMothers,three(3)
downstateandsix (6) upstate. ChildrenandFamilies First will continuethetradition
of targetingwomenleastlikely to seek services andtheuninsured.Themajority of
thestaff is bilingual. Their role includes,but is not limited to, prenatal, postpartum,
andnewborneducation,transportationto prenatalandpediatricoffice visits,and
assistancewith obtainingappropriateresources includinginsurance,house, andjobs.
ThemergedpartnershipsupportscommunityResourceMothers. PAD andDPH
work asa teamonshared client casesandwork to provideeachclient with themost
comprehensivecarewithout duplicationof activities. Resourcemothersare
paraprofessionalsfrom thecommunitywho identify andassistmothers, their infants,
andfamilies with accessingneeded resources.Theyserveas mentors/rolemodelsby
teachinganddemonstrating skills in avariety of areas includingmenuplanning,
budgeting,parenting,etc.

C. Children and Adolescents

1. Head Start and Early Childhood Assistance Program (EAP)
HeadStart is administeredby seven community-based organizationsthroughout the
state. EarlyChildhoodAssistancePrograms(ECAP)arestatefundedprograms
administeredby theDepartment of Educationandoperatedby seventeencommunity
basedorganizationsthroughoutthestate, includingexistingHeadStartgrantees,
school districts,andother early education agencies.Approximately1,875children
betweenthreeandfive areservedby thetraditionalHead Start program. Eight
hundredfifty (850)four yearoldsareservedby EAP and40areservedin Migrant
HeadStart. All programsfollowed thefederal HeadStartPerformanceStandards.
TheDivision of PublicHealthparticipateson theHeadStartStateCollaboration
project,whichwasestablished to developstatelevel partnershipsfor planning and
policy developmentfor HeadStart eligiblechildrenand their families. Priority areas
includewelfare reform, healthaccess,childcare,social andemotional wellness,
disabilities, educationalopportunities,volunteerism, literacy,andhomelessness.The
HeadStart StateCollaboration Office directorserveson theEarly Childhood
ComprehensiveSystemsgrant (ECCS)steering andexecutivecommittees and
HealthyChild CareAmerica-Delaware (HCCA-DE) advisorycommittee.In 2005,
HCCA-DE andtheHeadStart StateCollaboration Officehavepartneredto provide
fundingandresourcesfor thepiloting of PartnersIn Excellence:PromotingSocial &
EmotionalCompetencies in YoungChildren(PIE) in 15HeadStarts,ECAPSand
Child CareCentersstatewide.An additionalpartneris theDevereuxFoundationand
oneof theevaluation measures will utilize theDevereuxEarly Child Assessment
(DECA) tool. This pilot will work with classroomteachersandparentsto infusePIE
andDECA strategiesinto classroomcurriculumto identify andminimizechallenging
behaviors. This pilot will utilize child carehealthconsultantsastechnical advisorsin
theclassroomsettingand will impact over1500children,between theages of 3 to 5.
In addition,Child DevelopmentWatch staffwork with local Head Startsandother
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providerson theSequencein Transitionto Educationin PublicSchools(STEPS)
Committee,whichconcentrates on transitionissuesfor 3 yearolds.

2. Early Success
TheDepartmentof Education’sEarly CareandEducationOffice is akeycollaborator
with theDivision of PublicHealth on theearly childhoodcomprehensivesystems
effort. Initiatedin 1998,Early Successwasdevelopedas thestate’s coordinatedplan
to addresstheearlychildhoodissues of children,birth to eight, who receivedout of
homecare.Thegovernorestablished aninteragency resourcemanagementcommittee
madeof thecabinetsecretariesfrom theDepartmentof Health andSocialServices,
Departmentof Services to Children,Youth andtheir Families,Departmentof
Education, Office of Budget, andtheControllerGeneral’s Office. Additionally, the
governorestablishedtheDelawareEarly Care andEducationCouncil,comprised of
privatecitizens,andtheOffice of EarlyCareand Education(OECE)to ensure that
EarlySuccessgoals andobjectivesweremet.In aneffort to provideacomprehensive
approachof early childhoodservicesto all families, theECCS andtheOECE,with
full support from theDelawareEarlyCareandEducation Council,havepartneredto
unify Delaware’searly childhoodinitiatives andbroadentheinitial Early Success
planto includechild health, social-emotionaldevelopment,andexpand family
engagementdomains.This will provideastatewidestrategicplanthatis
comprehensive,coordinatedandaccessibleto all children,birth to five, andtheir
families.It will alsoenable theDivision of PublicHealth to providestatewide
leadershiponchild health anddevelopmentissuesthroughmultiplepublic/private
collaborations.

3. Child Death Review Commission
TheChild DeathReview Commissionwas signedinto Delawarelaw onJuly19,
1995. TheCommissionoverseesthework of thetwo Child DeathReviewPanels,
onefor NewCastleCountyandanother for KentandSussex Counties.The
Commissionis composedof leadersfrom state agencies, police,nurses,physicians,
attorneygeneral’soffice,social workers,andchild advocates. TheCommissionhas
thepowerto investigateandreview thefactsandcircumstancesof all deaths of
childrenunder18,which occur in Delaware. Furthermore, it hasthepowerto
administeroathsandcompel theattendanceof witnesses. Its purposeis not to actas
anarmof thepolice,but to look at systemsto determine if thedeathwas preventable.
A death is consideredpreventable if oneor moreinterventionsmight have averted it.
TheCommissionlegislation has beenamended to now includechild death,neardeath
andstillborn.Effortsare in progressto establisha FetalandInfantDeathReview
processin connectionwith theChild Death ReviewCommission.

D. Children with Special Health Care Needs

1. State Program Collaboration with Other State Agencies and Private
Organizations
Thestatecollaborates with other agenciesandorganizationsin theformulationof
coordinatedpolicies,standards,datacollectionandanalysis, financingof services,
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andprogrammonitoringto assurecomprehensive,coordinatedservicesfor CSHCN
andtheir families.
Theresponsibility for providingdirect careandservices for childrenfrom birth to
twentyoneyearsof agefalls to morethanoneagency.Coordination of service
deliverywithin thepresentsystemis thekey issue.There arenumerousproviders
involvedandcommunicationis not always consistent. For children birth to three,the
Divisionof PublicHealth works closelywith severalstateagenciesto ensure
collaboration in thecontinuation of astatewide, comprehensive,coordinated,
multidisciplinary,andinteragencyservicedeliverysystem for infantsandtoddlers
with disabilities and/ordevelopmentaldelayswho areeligibleunderPartC of the
Individualswith Disabilities EducationAct (IDEA). TheDirector of CSHCNis
responsible for thePartC operationsin theDivision of PublicHealth.

TheDelawareCoordinatingCouncil for Children with Disabilities(DCCCD or
CCCD)hasbeenactiveasan advisory committeefor theCSHCN program. This has
increasedboththeformal andinformal interagencycollaboration statewide.In
addition, theCCCDhas receivedtechnicalassistancefrom HealthSystemsResearch,
Inc. whohasinitiateda technical assistanceplanfor theCCCDwith a focuson
interagency, collaboration, communication,andassessment. A final needsassessment
asanoutcomeof theTechnical AssistancePlan is expectedto becompleted by
HealthSystems Research, Inc. andwill beused asabasis for theMaternalChild
Healthrequiredneedsassessment processfor CSHCN.

Numerousrepresentativesfrom theDivisionof Public Healthparticipatedin Delaware’s
ContinuousImprovementMonitoring Process.TheOfficeof SpecialEducation
Programs (OSEP)of theU.S.Department of Educationis responsiblefor assessing
theimpactandeffectivenessof StateandLocaleffortsto implement themandatesof
theIndividualswith Disabilities EducationAct (IDEA) amendmentsof 1997. “The
ContinuousImprovement MonitoringProcess” is thetitle givento theprocessby
which impactandeffectivenessaredetermined. As part of this process, Delaware
waschosenasoneof 16 statesto conductastatewideself-assessmentregardingthe
provision of Early InterventionandSpecialEducationservices in thestate. Theself-
assessmentwasintended to identify bothstrengthsandareasof improvementand
complianceissuesof theState’sPart B andPart C programsfor childrenbirth to 21.
Therewerethreephasesof theself-assessment process,whichbeganin June2000:1)
Review of thedataand thedevelopment of thedraft self-assessment;2) The
ValidationProcess;and3) Reviewof thepublic input and finalization of theself -
assessmentreport. PartC strengthswerenotedin theareasof outreach,collaboration,
personnel development, andfamily satisfaction. Areas of improvement includeissues
aroundnaturalenvironment,systemevaluation, accessto services,andtracking.
Futureplansincludeutilizing theexisting committeesto work on areas of
improvementwhile maintaining thecurrent strengthsof thesystem, andutilizing the
outcomeswhendevelopingaStateImprovementPlan. TheDirector of CSHCN
chairedtheQualityManagementCommitteefor Child Development Watch. The
QualityManagementCommitteehaddevelopedandimplementedasystem of formal
on-siteprovidermonitoring. After thissystemwasestablishedtheresponsibilityfor



113

providermonitoring wasassigned to thelocalentities,Northernand SouthernHealth
Serviceswithin theCounties.

Title V providesleadershipandsomefundingfor serviceshavingto dowith children
with specialhealthneedsin thestate. Otherprivateandpublicagenciesalso havea
leadroleaffectingthis population.Amongthem areotheragencies in DHSS,
specificallyMedicaid,and theBirth to ThreeOffice in theDivision of Management
Services,theDivision for theVisually Impaired,andtheDivision of Developmental
Disabilities Services.TheDivision of Child MentalHealth, Departmentof Services
for Children,Youth,andTheir Families hastheprimary leadonchild mentalhealth
andsubstanceabuseissues.TheDepartmentof EducationensuresthatCSHCNare
providedwith a freeappropriatepubliceducation.A majorprivateprovideris the
duPontHospitalfor Children,which alsoadministerspediatric clinics. Thereare also
numerous privatetherapy providers. Goalsfor childrenwith special health needs
cannotbemetwithout thecollaboration of these groups. TheDelawareDepartment
of Educationin collaborationwith numerousotheragenciesanddepartments,
including theDHSSand theDSCYF sponsoredannualstatewideEarlyChildhood
Summits. Thesummits havefocused onastrategic planningprocessto addressthe
emotionalwellnessin youngchildren inclusive of CSHCN.Most recentlythe
NemoursFoundationhasestablished aDivision of PreventiveServices.Oneof their
threeprioritiesis theemotionalhealth of children includingCSHCN.A final
consensusreportis dueyearend2005.

As a result of aneedsassessment conductedby thePart C program,aSpeech Summit
washeldto raisetheawarenessandto formally continuethediscussionon the
appropriateandeffective useof thedwindlingof speech andlanguagetherapy
servicesin Delaware. TheNational Early ChildhoodTechnical AssistanceCenter
facilitatedtheprocess.A strategicplan was formulated to address thefutureneedsof
theCSHCN andtheir families. Thatstrategicplanis being implementedwith new
guidelines createdandapprovedunderaprogramcalled“EnhancedWatchandSee”.
Theprogramaddressesspeech andlanguagetherapyservicesstatewide.

2. State Support for Communities
Stateprogramsstrive to emphasizecommunitysystemsbuilding throughmechanisms
suchastechnicalassistanceandconsultation,educationand training, commondata
protocols,andfinancial resourcesfor communitiesengagedin systemsdevelopment
to assurethattheuniqueneedsof CSHCNaremet.

TheStateprovidessupportfor thedevelopment of community-basedservice
programsfor CSHCNthrough;1) TheMedical HomeInitiative, 2) theTraumatic
Brain Injury Project,3) theAutismproject,and4) Partnersin PolicyMaking.

MedicalHome:TheOfficeof Childrenwith SpecialHealthCareNeeds(CSHCN)in
partnership with theMedicaidOffice, theDelawareChapterof theAmerican
Academyof Pediatrics andFamily Voiceshasdeveloped aMedicalHomeModel to
providecarecoordination for CSHCN. A CommunityAccessto Child Health
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Planning(CATCH) Grant providedfundingfor trainingof Stateand community
serviceprovidersin theMedical HomeModel. In addition,theconceptof the
medicalhomehasbeenadded to theMedicaid Requestfor Proposalsfor managed
careorganizations.A small CATCH grantwassubmittedby theDelaware AAP in
conjunction with theCSHCNprogram andwas approved. Thegranthad plannedto
implementa “certification” processfor medicalhomesfocusingonpediatricianand
family practiceoffices. Dueto systemsissues, the processwasnevercompleted.To
continueto addresstheissues,theMedical Homeinitiative has partneredwith the
Medical Homesubcommitteeof theStateEarly ChildhoodComprehensiveSystems
planninggrant.Themergingof thetwo committeeshasenhancedits membership and
its productivity.

TraumaticBrain Injury: TheDirectorof Childrenwith Special HealthCare Needs
hasprovidedactiverepresentationon two statewideinitiativesaddressingtraumatic
braininjury. Thestatesupportfor TBI hasshifted systemicall y to theStateCouncil
for Personswith Disabilities. Therenow is anactiveaBrain Injury Committee(BIA)
of thecouncil, which coordinatestheefforts relatedto TBI/ABI. TheDirectorof
CSHCN remainsanactive memberof thecommitteewhich addressesbothtreatment
andpreventionefforts. Thecommitteeincludesmajorparticipationof parentsand
youngadultswith BIA. A major accomplishmentof theBIA hasbeenthelegislation
of TBI asacategory for special educationserviceswithin theDepartmentof
Education. Thelocal school districtsarenowrequiredto reportoneverychild with a
diagnosisof TBI which will ultimately effecttherangeof services affordedto those
childrenandfamilies.

Autism: TheAutism SurveillanceProjectcomplementsthework of theCSHCN
Advisory Committee. Thedata thattheproject collectedandanalyzed is usedto
contributeto theformulation of astatepolicy onautism,inform discussionof the
fiscal resourcesneeded andpossiblefundingmechanisms,facilitateserviceplanning
andimplementation andallow for theevaluation of theserviceprogram.The
surveillanceprojectmeasured thepopulationprevalenceof thesedisorders, breaking
downsurveillanceby subtype, and tracking theprevalenceover time. Marylandwill
compareits populationandexperiencewith thatof Delaware.TheDirectorof
CSHCN is on theAutismProject Advisory Committee.TheMaryland/Delaware
Autism SurveillanceProject expandedinto aCenter of Excellencecalled the“Center
for AutismsandDevelopmental Disabili ties Epidemiology”. Underits monitoring
activit ies,thenumberof children living in MarylandandDelaware with anASD is
not known. However,wedoknowthat during the2002-03schoolyeartwo hundred
seventyeight(278)childrenages three to elevenyears, in Maryland,wereclassified
ashaving autismundertheIndividuals with DisabilitiesEducationAct (IDEA).
Thereareadditionalchildren with ASDswhoareclassifiedin otherdisability
categoriesunderIDEA or whodonot receive special educationservices.Thecenter
usedmultiple sourcesto obtainamoreaccurateestimateof thenumber of childrenin
thestudyareawith anASD. Themonitoringactivities focused onchildreneight
yearsold.
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In amajor initiative supported by theCoordinatingCouncil for Childrenwith
Disabilities,HouseBill 500was passedin July of 2004.This bill required
DHSS/DPHto establishandmaintainan Autism SurveillanceandRegistryProgram
for thepurposeof establishingacentral databank of accurate,preciseandcurrent
informationregardingautism in theStateof Delaware. DHSS/DPHwasrequired to
adoptregulationsrequiringhealthcareprovidersto reportof everyoccurrenceof
autismin theStateof Delaware. Thelegislationmirroredcomponentsof theBirth
DefectsRegulationsto include, “establishingandmaintainingasurveillancesystem
andregistry”. Thesignificant differencesincludereportingof childrento age18;
whereastheBirth Defects is up to age5. (and requiringbothpassiveandactive
surveillanceandreporting; whereas, theBDR is just passive.) DHSS/DPHis the
agencyrequiredto adoptregulationsrequiringhealthcareproviders to reportof every
occurrenceof autismin theStateof Delaware. Pursuantto 16Del.C., Sec 223, the
Divisionof PublicHealth (DPH)has developedtheAutism Surveil lanceand
RegistrationProgramRegulations.TheAutism SurveillanceandRegistration
ProgramRegulationswill requirehealthcarepractitionersto reportinformation on
childrenunder18 years of agewith autismto acentralAutism Registry. Information
collectedin theAutism Registry will beused to trackchanges in prevalenceof autism
overtime, to inform theplanningof servicedelivery to childrenwith autismand
their families,andto facilitateautism research.

3. Coordination of Health Components of Community-Based Systems
Two DPHprogramshelp to coordinatehealthand community-based systemsfor
CSHCN, Kids Kare,andtheRyanWhiteProgram.

Kids Kare: TheDivision of Public Health providesamulti-disciplinary support
programfor vulnerable familieswith childrenwhohavebeen foundto be
biologically,nutritionally,psychosocially,or environmentallyat risk, factorsthatare
highly correlatedwith a probability of delayeddevelopment.A careplanis
developedbasedon theneedsof thefamily determinedby risk factorsidentifiedat an
initial homevisit assessment. Thefamilies receivesupport,teaching, and
coordination of services in theirhomefrom PublicHealthnurses,social workers,and
/or nutritionists. Servicesareavailable for low-incomefamilieswhohaveMedicaid
or whoareuninsured.Childrenup to theageof 21maybereferredbut priority is
givento thosechildren whoarebetweentheagesof birth to six. Childrenreferred to
this programmay showsignsof developmentaldelaybut donot meettheeligibility
requirementsfor thePart C program.An evaluationof theKids KareProgramis
ongoing,with results duein thefall of 2005.

RyanWhiteHIV program: TheDivision of Public HealthalsomanagesRyanWhite
Grantfunds,whichprovidecasemanagement to a smallnumberof HIV infected
children(29children). Thecasemanager is housedin theA.I.duPontHospitalfor
Children. Casemanagementis focused on thehealthcareneedsof thechild to ensure
thatmedical servicesare provided throughan infectiousdiseasespecialist,primary
carephysician,anddentist. HIV positive andnegative childrenarealsoprovided
servicesif theylive in a family unit whereat least oneof theparentsis HIV infected.
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Thesemayinclude,casemanagement, food,housing, emergencyfinancial,
transportation,andotherformsof assistance. Thereis alsoanAIDS Medicaid
Waiverprovidedto children whoareAIDS diagnosed(total 10children). The
Wavierprovidesthefull rangeof DelawareMedicaidservicesalongwith Waiver
specificservicesof casemanagement,respite,andnutritional supplements.Also,
ChristianaCareHealthServicesreceives RyanWhiteTitle IV dollarswhich
supplementtheTitle II activities enhancingthecasemanagementandfollow up
activit ieswith womenwhoare identified asHIV infectedor at high risk of infection.
Thereis abouta tenpercent(10%)increase in personswhoaccessRyanWhite
servicesoverall,but thereis not thesameincreaserelatedto children. Wehavenot
hadan infant bornHIV infected in thepast two years.This is dueto mandated
counselingandvoluntarytestingactivitiesat theOB-GYN offices. Also, if awoman
is at LaborandDelivery anddoesnot haveanHIV result onher chartshewill be
rapidtested for HIV andif positivestartedonHIV prophylaxis.

Somecoordination is offeredfor mental healthservices asdescribed below:
MentalHealth: Childrenandadolescentsunder theageof eighteenwho receive
Medicaidor areuninsuredareserved by theDivision of Child MentalHealthServices
(DCMHS) in theDepartmentof Servicesfor Children, Youth,andtheir Families
DSCYFDCMHS offersessentiallyall types of mentalhealthandsubstanceabuse
treatmentoptions. Theseservicesinclude:early intervention,crisis services,
outpatient,wraparound,intensiveoutpatient,partialdaytreatment,daytreatment,day
hospital, residentialtreatment, andpsychiatric hospitalservices.In order to promote
incorporationof mental health services into primary pediatric care,andto discourage
early referralsandinstitutionalization,privateorganizationspaidfor by MCOS
furnish30unitsof non-residential mental health servicesfor children. After the30
units havebeenexhausted,or onpassingaDCMHS assessmentfor acuity,clientscan
enterservicewith DCMHS.

DCMHS alsooffersextensiveservices to homelesschildren. Referralscomefrom
theDivision of StateServiceCenters,Public Health clinics,HeadStart,andschools.
Mostreferralshaveoriginated from sheltersto theCrisisServicesof DCMHS.

TheDivision alsohas workedwith hospitalsto provideon-site emergencyroom
training in appropriate responseto mental healthemergencies. Specific
interrelationshipswith educationinclude:Membershipin theInteragency
CollaborativeTeam(ICT) for fundingstudentswith rareandcomplexconditions,
participation in InteragencyCoordinatingCouncils to develop amodel of integrated
servicesbetweenmental health andeducation,provisionof mobilecrisis servicesto
theschoolandtraining in usingthecrisis services. In addition, theSchool/ Agency
Collaborationusea team approachto identify anddevelop solutionsaroundspecific
childrenandfamilies. Theinitiative calls for school basedstudent supportteamsthat
areresponsiblefor caseplanningandmanagementfor servicedelivery. Theteam
leaderservesdirectlyas a liaisonto adistrict-level supportteamandto theFamily
ServicesCabinetCouncilagencies. Thedistrict level support teamsassist theschool
basedteams,stateandcommunityagenciesin resolvingproblems,coordinate
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training, developpolicy to ensureconsistencyacrossthedistrict, appointasingle
point of contactbetweenthedistrict andtheagencies,andassess effectiveness. The
Divisionadditionally collaborates with theDepartmentof Educationthrough
participation in theStateSystem of CareTeam, which is comprised of publicand
privateagencies,familiesandotheradvocates.

A MentalHealth ShortageDesignationCommitteehasbeenestablishedin 2005and
includesrepresentatives from theDivision of Public Health, theDivision of
SubstanceAbuseandMental Health, theHealthCareCommission, andtheDivision
of Child MentalHealth.TheCommitteewill bestudying thecapacityof thesystems
to addressthementalhealthneedsin thestate,includingchildren.Projects rangefrom
amentalhealthclinician capacity studyto focusgroupsfor bothproviders and
consumers.Therearefivemental healthobjectiveslistedin HealthyDelaware2010.

4. Coordination of Health Services with Other Services at the Community Level
Variousmechanisms exist in communitiesacrosstheStatefor coordinationand
serviceintegrationamongprogramsservingCSHCN,includingearlyinterventionand
specialeducation,socialservices,and family supportservices.

SpecialEducation:
About6 monthsprior to turningthree, thePart C eligiblechild is referredto aschool
district Child Find. Referralswith parental permission cancomefrom theCDW
servicecoordinator,primary carephysician,relatives,childcareproviders, or other
professionals. CDW servicecoordinatorswork with theschool district,parents,and
privateserviceprovidersto establisha transitionmeeting.Thepurposeof the
transition meetingis to discusshowachild is progressingin his currentprogram.
This may includethereview of past andpresentservices; discusstheadequacyof
thoseservicesin meetingthechild’s needs;explorethepossibilitiesfor future
services,bothshortandlong term; anddeterminewhat if anythingneedsto bedone
(sitevisits, immunizations,etc.) to preparefor preschool.

Delawarecarriesout Public Law 94-142,Public Law 99-457,andTitle 14 of the
DelawareCodethrough its AdministrativeManual:Programs for Exceptional
Children. This manualstatesthatall eligible studentswith disabilitiesareentitled to
a free,appropriatepublic education. A free, appropriatepubliceducation is defined
asspecializedinstruction andservices,includingrelatedservicesthat aredesignedto
enablepersonswith disabilities to benefit from education.Themajority of the
schools provideservicesfor children agedthreeto twenty-oneyears(3 to 21).
However, four categorieshavebeengivenspecial status(by legislative mandate)and
receiveservicesat birth. "Birth mandateservices"areprovided from birth to 21 for
childrenwhoareautistic, deaf-blind, deaf,andblind. Eachschooldistrict hasa
MultidisciplinaryTeam (MDT), which initially determinesachild's eligibility for
specialeducationservices. Basedon theresultsof evaluations,theydecide whether
thenatureandseverityof achild'sdisabili ty meetsthecriteria establishedin the
AdministrativeManual for ahandicappingconditionthatrequiresspecialservices.
Within 30days of theMDT decision, theschooldistrict mustschedulea meetingto
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developthechild'sIndividualized EducationProgram(IEP). TheIEP Team
determinestheprogram thatwill meet thechild's uniqueneeds. This placementmust
bebasedon thechild'sIEP,andconsidertheleast restrictiveenvironment,age-
appropriateness,proximity to thechild'shomeandcapability to provideopportunities
to beeducatedwith typical children.

In somecases,achild is referredto oneof 15SpecialtySchoolsfoundthroughout the
state. As theirnamedenotes,someof theschoolstargetspecialpopulationssuchas,
Autistic Programandthe Sterck School for theHearingImpaired. Thechildrenwho
attendtheSpecialtySchoolsin mostcases havecognitiveandphysicaldisabilities
andrequireahostof related servicesin additionto theeducational component.
Othersaremainstreamedinto regularclasses. As alreadydescribedtheCSHCN
needsassessment-included focusgroupsof parentsof studentsattendingspecialty
schools. Concernsraised wereregardinga limited amountof therapiesprovidedin a
group/classroomsettingasopposed to individual therapy;therapies not being offered
in thehomewith nocarryover; and therapies being discontinueddueto noprogress.
DelawareSpecialtySchoolsfacilitateparentsupportgroupswithin their school
setting. Principalsand/orschool nursesinvite all parents to attend andparticipatein the
monthly meetings.Parentsareencouragedto participatein thedevelopmentand
presentation of themonthlyagenda. Monthly meetingsprovideaforumfor parentsto
verbalizeconcernsregardingtheirchild’seducationalneedsaswell asrelatedservices.

Family Support:

Family Forumsoffer awayto reachout to familiesstatewide, andincludemonthly
meetingsthroughoutthestateandaddressavarietyof issues.Typical topics
presentedthis pastyear includeaseries of sibling workshops, severalsessions on
parentingandcopingskills, andasessiononsensory integration.TheseForumsare
opento families with children birth to kindergarten.Outreachto families is
coordinatedwith theParentInformationCenterof Delaware,Delaware’sParent-to-
ParentCenter. FamilyResourceRoomshavebeenset upat eachChild Development
Watchsiteasa resource to bothstaff andfamilies. User-friendly manuals,including
listings of books,videos,parent-tips andhandouts,areavailable.TheProgram also
developedanInternetGuide titled, "Childrenwith Special Needs,InternetGuidefor
ParentsandProfessionals”.

Delawareanswith Special Needs:Medicaid ManagedCarePanelis agroupof parent
advocateswhomeetona monthlybasis with membersof theDelawareState
MedicaidOffice, representatives from theHealth BenefitsManagersOffice, and the
two ManagedCareOrganizationswhomakeupMedicaid’s DiamondStateHealth
Plan. Eachmonthavariety of issues areaddressed.Themeetingsaredesignedto
provideaplacewherepeoplecan cometo addressspecific issuesor complaintsabout
Delaware’sMedicaidManaged Careprogramsand its providers; givemembers
assistancein learningabout thedifferent types of plansavailablethrough the
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DiamondStateHealthPlan;andgive participantsopportunitiesto learn about
Medicaidandkeepupwith changes.

TheParentInformationCenter provides statewideservicesthatinclude; educational
advocacytrainingfor parentsof childrenwith disabilities; individual technical
assistancefor families andprofessionals;informationonspecial education lawsand
processes;informationon therightsand entitlementsof personswith disabilities;
informationonvariousdisabilities; informationandtraining for professionals
working with childrenand youthswith disabilitiesandtheir families; anddisability
awarenesstrainingandeventsfor schoolsandcommunity. Resourcesavailableat the
Center includebooks,newsarticles,andvideos. TheParentInformationCenter also
providesprograms that includeindividual technicalassistanceprograms; parent
educationaladvocacyprograms;andparent-to-parentsupport.

E. Major Providers of Health and Health-Related Services

1. Christiana Care Health System, Inc.
ChristianaCareHealthSystem(CCHS) is thelargest provider of healthcarein the
state. It hastheonly Level 3 neonatal intensivecareunit (ChristianaCareSpecial
CareNursery)in thestate.TheDivision of PublicHealthcollaborateswith CCHSon
manyissuesfor instance; high-risk follow-up for prematureinfantsis provided
through a collaborativeagreement betweenthehospitalsandCDW. ChristianaCare
wastheadministratorfor theHealthyStartprojectwhichlost its fundingthis year.
However, theDivision continuesto workwith CCHSto supporttheHealthyStart
consortium. CCHSalsocontracts with DPH to administerseveralSchool-Based
HealthCenters.TheCCHC’s PMRI hasbeenawarded a grantfor thelastthreeyears
by DPHfor its Al liance for Adolescent PregnancyPrevention program. The
Chairpersonsof thePerinatal Boardandits Standardsof CareCommitteearealso
CCHS physicians.ChristianaCarealsohasrepresentationon theEarly Childhood
ComprehensiveSystemsSteeringCommittee.

2. Bayhealth Medical Center
This center incorporatesbothKentGeneralin DoverandMilford Memorial Hospital
in SussexCounty. It is thesecondlargesthealth caresystemin thestateof Delaware.
Bayhealth worksonavariety of communityinitiativessuchastheCentral Delaware
CommunityHealthPartnership. Like ChristianaCare, it alsocontracts with DPH to
provideoversightfor School-BasedHealthCenters.Bayhealth is alsothelead for the
KentPrenatalTaskForce,agroupof representativesof publicandprivateagencies
whoseekto improvesystemsof care in KentCounty thatimpactonearlyentryinto
prenatalcare.

3. DuPont Hospital for Children
TheDuPontHospitalfor Children,locatednorth of Wilmington,with funding from
theNemoursFoundation, servesasa full -serviceregionalpediatric medical center
offeringa completerangeof clinical programs.It hasestablished asystem of
pediatricclinics throughoutthestateto provideprimaryhealthcarefor unservedand



120

underservedchildren. DuPontPediatric Clinics providecheck-ups;physicals;sick
visits; vision,hearing, and lead screening; immunizations;referralsto specialists and
a24-hourmedical advicehotlinefor parents.

4. Division of Health Prevention Services, Nemours Foundation
TheNemoursFoundation establishedaDivision of HealthPreventionServices
(HPS). Thedivision focusesonchild health promotionanddiseaseprevention. The
missionof thedivision is to improvechildren’s healthovertime throughanintegrated
community-basemodel thatincludes:
• Developingandimplementing effectivepreventionprograms, buildingon existing

community resources
• Evaluatingprograms,while alsocontributingto thenationallandscapeon

children’shealthpreventionresearch.
• Providingbusinesssupport servicesand technicalassistanceto non-profit and

healthrelatedorganizations.
TheDivision of PublicHealthTitle V hascollaborated with HPS on their first three
initiativesfocusedondiabetes,child mentalhealthandobesity.

5. Nanticoke Memorial Hospital
NanticokeMemorialHospitalhadworkedclosely with DelawarePublicHealthto
ensureearlyentryinto prenatalcare.A social workerandnutritionistshadbeen
housedat theNanticokeMaternity Centersothat theymayrefereligible at-risk
clientsright into Smart Start.NanticokeMaternityCenterclosedon6/30/03. La Red
HealthCenterhasabsorbed someof theprenatalpatients whowouldhavepreviously
usedthematernitycenter. There is no longersocialworkeror nutrition services
housedat Nanticoke.Nanticokealsomanages threeSchool-BasedHealth Centers.

6. Beebe Hospital and Delmarva Rural Ministries
BeebeHospitalandDelmarvaRural Ministrieshaveestablishedapilot programto
providemedicalcareand links to social servicesfor underservedpopulationsof
SussexCounty through theMATCH van in targetedareas.BeebeMedicalCenter
managesthreeSchool-BasedHealthCenters.

7. St. Francis Hospital
St.Francis Hospitalis partof anation-wideCatholichealthsystem,locatedin the
centerof Wilmington. Theyareinvolvedin communityhealthoutreachprojects
including healthfairsand wellnessdays.TheyprovideTiny Steps,which is a
comprehensivematernal fetalcareprogram, whichusesfamily physiciansto provide
prenatal, intrapartum, postpartum,andnewborn care in WilmingtonandNewark.

8. American Academy of Pediatrics (AAP)
TheDPHhasestablishedclosepartnershipswith healthprofessionalprograms
including theDelaware Chapterof theAmericanAcademyof pediatrics (AAP). The
AAP, Medicaid, andtheFamily Health Section haveparticipatedon thevaccine
committee,EPSDTimplementation committee,andleadpoisoningprevention
committee.TheAAP has alsobeen involvedin theinjury preventionefforts of DPH,
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PartC planning, themedical homeproject,andbreastfeedingpromotion aswell ason
ascientific committeeaddressingtheproblemof infant mortality.

9. Selection of State Priority Needs

A. Determination of Delaware’s Priorities
Title V or theirmatchdollars areusedto supportmanyof theactivities andthusthe
accomplishments relatedto boththenational andstateperformancemeasures. While
mostof thedollarsgo to thecountyhealth unitsto providedirectandenablingservices,
someof thedollarsareused to supportinfrastructureandcapacitybuildingand
population basedservicesin thecentralTitleV office or thoseactivitiesperformed by the
countyunits. As alreadydescribed,it is diff icult to separateTitle V from otherDPH
initiatives,plans,andprograms. Furthermore,it is equallyhardto separateout aDPH
role, for evenwhen not takinga lead,DPH is usually anactiveparticipant.

TheDivisionof Public Health andits collaborating agencieshavea longhistoryof
supporting interventions thatwill help usto effectively meetour goals.

Basedon theneedsassessment, belowis thelist of identifiedneeds:
1. Ensurenutritionservices to children andadolescents.
2. Improvedentalhealth of children andadolescents.
3. Ensuremedicalhomeandcoordinatedservices to childrenwith special health

needs.
4. Improveaccessto care in Kent andSussexCounties and for black women

throughoutthestate.
5. Reduceteenbirths.
6. Reducepreventablediseases in childrenandadolescents.
7. Reducepreventableinjuriesto childrenandadolescents.
8. Improve themental health of childrenandadolescentsthroughpreventionandthe

assuranceof appropriatetreatment.
9. Reduceblackinfant mortality.
10.Reducethebarriers to deliveryof careto pregnant women andwomenof child

bearing yearsandreducethoserisk factorsresultingin infantmortalit y and
congenital abnormalitiesin their infants.

B. Delaware’s Priorities Related to Pyramid Service Levels
Delaware’sPriority Needsareaddressedin avarietyof programsthroughoutthestate
andservedto helpusto establishperformancemeasures. Thefollowing summary
outlinessomeof theneedsassessment data, which lead thestateto confirm its
commitmentto theabovepriorities.

Direct Services
Ensure nutrition services to children and adolescents. ThelatestYRBS showedthere
areasmallnumberof adolescentsthathaveseverenutritionalproblemssuchasbingeing
andpurging. On theother hand,overhalf arenot eatingvegetableson a regular basisor
exercising. Althoughdatawasdifficult to obtain,theredonot seemto beenough
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nutritionistsavailableto childrenin any consistentwayandonly to adolescentsin amore
limi tedwaythrough School-BasedHealth Centers.While childrendo learnaboutthe
basicfood groups,this maybeanacademicexerciseandnot partof their lifestyle.The
newly establishedNemours Health andPreventionServicesdivision is makingobesity
reduction amajorinitiative. Nemoursis workingwith DPHandothermajor entitieson
theissue.

Improve dental health of children and adolescents. Thelackof dentalservicesfor all
poorDelawareansis self-evident. Thereis asevereshortageof dentists in SussexCounty
anda lessthanoptimalsituationin Kent Countyandin somesectionsof thecity of
Wilmington. Al thoughMedicaid coversdentalhealth for children, not enoughdentists
will takeMedicaidpatients. Thosedentiststhatdo takeMedicaid cannot keepupwith
thedemand. TheDelawareHealthyChildrenProgram doesnot coverdental services but
if it did, therewould not beenoughavailabledentists to providecoverage. By thetime,
childrencometo thepublichealth clinics; their teethhavetoomanycavitiesfor sealants.
Whenadolescentsreach adulthood,dental servicesareevenworse in thatMedicaiddoes
not payfor servicesfor pregnant women. TheSeal- A- Smileprogramis makinginroads
for dentalcareat theelementaryschoollevel.

Enabling Services
Ensure medical home and coordinated services to children with special health needs.
It is clearfrom theongoingneedsassessmentthatcoordination of servicesfor CSHCN
overthreeyearsis needed. Althoughtherearenumeroushighqualityservicesin
Delaware,delivery is often fragmentedandfamiliesandotherprovidersareunawareof
otherservices. In addition,adisconnection betweeneducationandmedical providershas
beennoted.Theissueof thelack of coordination of serviceswhentheyoungadult with
specialhealth careneedsmovesto adulthealthandsocial servicesis even moreapparent.

Population BasedServices
Improve access to care in Kent and Sussex Counties and for black women
throughout the state. Accessto care remainsaproblem in bothKentandSussex
countiesandfor black womenthroughoutthestate.AlthoughTitle V has decidedto
focuson careto all black women asaperformancemeasure,wewill continueto carefully
reviewaccessin thesouthern partof thestatewhere transportationandcultural barriers
aresignificant. Thewidestdisparity betweenthetwo racesoccursin SussexCounty.
Therearesevenobjectivesrelated to accessto healthcareservicesin HealthyDelaware
2010.In addition,theimplementation of theInfantMortality TaskForce
recommendationswill focuson theaccessto careissue.

Reduce teen births. Although teen birth rates havedroppeda little, our ratecontinuesto
beoneof thehighestin thenation. This is anotherareawherethereis a largeracial
disparitybetweentheblackteenbirth rateandthatfor whites.

Reduce preventable diseases in children and adolescents. Asthmamaynot bevery
preventablebut in somecases, it maybe. For instance,roaches,smoking,andkerosene
heatersarelinked to childhoodasthma.Althoughwedonot haveprevalencedata,we



123

havehospital dischargedata,whichshowsthatasthmais thenumber onecauseof
hospitalizationfor all children1 to 9. This is alsoanotherareawhereadisparitybetween
whitesandblacksis very evident. Proportionately, black childrenhaveahigherrateof
hospitalizationfor this disease. ForSIDS, thestatehasadoptedcasemanagement
guidelines. Finally, thestatecontinuesto beconcernedthatchildrenarenot getting lead
screens, astheyshould. This problem is particularlynoticeable in examiningMedicaid
data. Thesearesomeof themostvulnerablechildrenin thestateoftenliving in older
homeswhereleadmaybeaproblem.

Reduce preventable injuries to children and adolescents. Theleadingcauseof death
for children1 to 14 years in thestateof Delawareis unintentionalinjuries. Motor vehicle
crashesarethenumberoneleadingcauseof unintentionalinjury deathin 1-19 year olds.
YRBS dataalsoshowthatthemajority of highschoolstudentsdonot alwayswearaseat
belt. Although safetyseat useandseat belts haveincreased,many driversdo not know
howto adjustthemcorrectly. Alcohol useby adolescentsremainsaseriousproblem.
Alcohol useis directly relatedto injuries to adolescentsparticularly in motorvehicle
accidents but in otherinjuriesaswell. Therateof deathsto adolescentsin motorvehicle
crashesis alsoincreasingat analarmingrate.

InfrastructureBuilding
Reduce black infant mortality. Thedisparitybetweentheratesof blackinfantdeaths
andwhite infantdeathsremains anissue.Thestate'sCity MatchDataInstituteteamhad
identifiedextremely low birth weight andprematurityasthechief direct causes. The
stateis alsoconsideringstressand racismasfactorsthatunderlietheproblemsinceboth
Delawareandnationaldatashowthat educated blackwomen andthose that have
accessedcareearlyarestill in moredangerof losing their infantsthanwhitewomen.

Reduce the barriers to delivery of care to pregnant women and women of child
bearing years and reduce those risk factors resulting in infant mortality and
congenital abnormalities in their infants. Reducing thebarriershas beenidentified has
ahigh priority to deliveryof care. Identifiedbarriers includeaccess to careproblems
suchascultural,transportation, andinsurance issues. Risk factorsincludelackof early
care,substanceabuseincludingtobaccouse, lack of goodnutrition, beingunmarried,
giving birth againafterlessthan an18-monthinterval, and theageof themother. There
aresevenobjectivesrelated to Infanthealthin Healthy Delaware2010.

Improve the mental health of children and adolescents through prevention and the
assurance of appropriate treatment. Mentalhealth issueswere raisedin manyvenues:
in preparation for theRural HealthPlan,by theDevelopmental DisabilitiesPlanning
Council, by parentsin SBHCfocusgroups,and in reviewof SBHC data, DCMH client
visit, YRBS data,andhospitaldischarges. After theageof ten,mentalhealthproblems
wereoneof thechief causesfor hospitalizationfor whitechildren. While early
interventionandpreventionhavebeennotedas crucial,thereis clearlya gapin providers
particularlyin southern Delaware. Lack of insurancecoveragehasbeenraisedasa
problem. TheDivision of Child Mental Healthsupportsservicesto childrenwho areon
Medicaidor uninsured, which doesnot includetheunderinsured.



124



125

10. Summary

Basedon theneedsassessment, belowis thelist of identifiedneeds:
1.Ensurenutritionservicesto children andadolescents.
2.Improvedentalhealth of children andadolescents.
3.Ensuremedicalhome and coordinated servicesto children with specialhealth

needs.
4.Improveaccessto care in Kent andSussexCountiesandfor black women

throughoutthestate.
5.Reduceteenbirths.
6.Reducepreventablediseases in childrenandadolescents.
7.Reducepreventableinjuriesto childrenandadolescents.
8.Improvethementalhealthof childrenandadolescentsthrough preventionand the

assuranceof appropriate treatment.
9.Reduceblackinfantmortality.
10.Reducethebarriers to deliveryof careto pregnant women andwomenof child

bearingyearsandreducethoserisk factorsresultingin infantmortalit y and
congenital abnormalitiesin their infants.

TheState'sneedsassessment processwasconducted in amulti-facetedmanner.
Preventiveandprimarycareservicesfor pregnantwomen,mothers,and infants, and
childrenwereassessedby: 1) reviewing existing reportsandsurveys; 2) acareful
examination of data;and3) discussionsamongbothprofessional andcommunityleaders
andgroups.A Steering Committeewasestablishedfor theMaternalandChild Health
(MCH) component.Theneedsassessment for MCH had beeninitiatedwith the
evaluationof Delaware’s Smart Start andKids Kareprograms. Eventhoughtheneeds
assessmentis requiredevery five years, theassessmenthasbeenongoingandcontinuous.
Themajor needsassessment processoccurred throughtheState’sfocuson MCH services
asa result of theInfant Mortality TaskForce.

For theChildrenwith Special Health CareNeeds(CSHCN)component, theCoordinating
Councilfor Childrenwith Disabilities (CCCD)wastheadvisory group.TheSteering
Committeefor CSHCNis theCoordinating Council for Children for Disabilitiesconsists
of over40agencyrepresentatives andotherpersonsincludingparents.

TheMCH SteeringCommitteeconsisted of variousmembersfrom theDivision of Public
Health,Medicaid,theDepartmentof Education, theDivisionof Child Mental Health,
WIC, andtheDepartment of Children,YouthandtheirFamiliesandaparent/consumer.
Additionally, aftersubmissionof theMCH Block grantthedocumentwill beshared with
avarietyof agenciesand councilsincluding theInteragency Coordinating Council,the
Interim Committeeof theInfant Mortality TaskForce(IMTF), theinternalSteering
Committeefor theIMTF andothers asappropriate.

TheSteeringCommittee initially reviewedthepurposeof having thespecificTitle V indicators
especially relatedto theNational andStatePerformancemeasures. Thedataforms from the
MCH Block grantprovided abasisto determineprogessandtrendsbothpositive andnegative.
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All otherrelevantdataand informationwasusedasback upandexplanationfor thespecific
measures.Thepyramidof services was introducedto comparewhatwascurrently in placeas
existingsupport, resources andactivitiesfor directhealthservices,enablingservices,
population-basedservicesand infrastructure-buildingservices. Thecapacity to meettheseneeds
throughtheMCH Block Grant fundingalonewasnecessarilydeterminedto beinsufficient. The
realcapacityto meettheneedsin thepyramidof servicesis foundin theextensive andintensive
partnershipsandcoalitionsin Delaware.

Priority areaswereselectedby a two stepprocess.First, theCoordinatingCouncil for Children
with Disabilities conducted a similar review of the pyramid of services with input from topic
drivenreportson issuesrelated to CSHCN.TheCCCD submitted theresultsof their discussions
to theMCH SteeringCommittee. Three new stateperformancemeasureswerenegotiated at the
meetings. The Council composed measuresto be specificand time framed,basedin hard data
consistentlycollected,and that were connected to Healthy People2010objectives.Secondly, the
MCH Steering Committee, which included three membersof the CCCD, reviewedthe three
proposed new stateperformance measuresduring their needs assessment process.The MCH
Steering Committee identified and reviewed the activities that addressed the priority areas
including thoselistedin Figures 4aand4b of theblock grantasrelatedto eachstateandnational
performancemeasure.

Partnershipbuilding and collaboration is prominent within Delaware.MCH, with CSHCN
collaborateswith the following entities: including but not limited to the Delaware Mother and
Infant Consortium,DelawareHealth CareCommission, DelawareMedicaidOffice, Delmarva
HealthInitiative, Department of Education, Division of DevelopmentalDisabilities,Division of
Substance Abuse and Mental Health, Office of EmergencyMedical Services for Children,
Women,Infants & ChildrenProgram, TheFetal& InfantMortalit y ReviewProject,theMarch of
Dimes,andtheCoordinatingCouncil for Childrenwith Disabilities.

Discussionof theneedsassessment processwasheldduringtheMCH SteeringCommittee
meetingsoverthepastfive years; duringthenumerousIMTF meetingsandsubcommittee
meetingsfrom August,2004to thecurrent time,andduringtheCoordinatingCouncil for
Childrenwith Disabilitiesoverthepast four years.Relevant reports,datasets and literaturewere
reviewedto determine thefinal priorities.Of noteis thatthreeof theten StatePerformance
Measureswerechanged in theprocess.
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11. Key Reports and Other Resources

A. Reports
1. General

• 2004DelawareCommunityNeedsAssessment,UnitedWayof Delaware.
• Kids Count in Delaware− Fact Book2005, Centerfor CommunityResearchand

Service,Collegeof Human Services,EducationandPublicPolicy,Universityof
Delaware,Newark, DE 19716-7350.

• DelawareRural HealthPlanProgressReport,DelawareRuralHealth Initiative,
January 2004.

• PrimaryCarePhysiciansin Delaware 2001, EdwardC. Ratledge, Centerfor
AppliedDemography& SurveyResearch,Collegeof HumanServices,Education
andPublic Policy, University of Delaware.

• Dentistsin Delaware, 1998, EdwardC. Ratledge,Centerfor Applied
Demography& Survey Research, Collegeof HumanServices,Education and
Public Policy, University of Delaware.

• HealthDisparitiesin Delaware2004:AnOverview,by Eric Jacobson,John
Jaeger,andEdwardC. Rutledge, Centerfor AppliedDemography& Survey
ResearchInstitute for Publicadministration, Collegeof Human Services,
Education,andPublicPolicy,Universityof Delaware,with BarbaraGladders,
DelawareHealth andSocial Services,Division of Public Health.

• Delaware’s AnnualTraffic Statistical Report 2004,CaptainBarbaraConley,
Director of Traffic Control,andTammyJ.Hyland,DataAnalyst,Planning,
DelawareStatePolice

• DelawareVital StatisticsannualReport2002,Winter2005,DelawareHealthand
SocialServices,Division of PublicHealth,andDelaware HealthStatistics Center.

• DelawareHIV/AIDSEPIDEMIOLOGICAL Profile. 2004

2. Pregnant Women, Mothers and Infants
• ReducingInfant Mortality in Delaware, ConceptMappingSummaryReport,

ConceptSystems, Incorporated,November2004.
• ReducingInfant Mortality in Delaware: TheTask ForceReport, May 2005.

3. Children and Adolescents
• Building a ComprehensiveEarly ChildhoodSystemin Delaware: Early

ChildhoodComprehensiveSystems(ECCS)Grant NeedsAssessment,2005,
Leslie Kosek

• Findings andRecommendations:DelawareEarly ChildhoodFocusGroupStudy,
HealthSystems Research,Inc., 2004.

• DelawareEmergencyMedicalServicesfor ChildrenNeedsAssessment,Summer
2003,DelawareOffice of EmergencyMedical Services.

• ChildhoodInjury in Delaware: A Reporton Injury-RelatedDeathsand
HospitalizationsAmongChildrenandAdolescentsin Delaware1979– 1998,
EmergencyMedicalServicesfor Children.
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• Preventing Child Deathsin theFirst State−Child DeathandStillbirth
Commission2000,2001and2002Consolidated AnnualReport

• A BaselineandFollow-Up Comparisonof theDelawareHealthyChildren
Program, June2003,Collegeof Human Resources, Education andPublicPolicy,
Universityof Delaware.

4. Children with Special Health Care Needs
• Governor’s AdvisoryCouncil for ExceptionalCitizens:AnnualReport, September

2004
• RESPITECAREIN DELAWARE:A Critical Needfor Change,A Reportof the

RespiteCareTaskForceof theFamily SupportInitiative, Collegefor Disabilities
Studies, Collegeof HumanServices,Education, andPublicPolicy,Universityof
Delaware,Fall 2003.

• Strategic Plan for Injury Prevention,Stateof Delaware,DelawareCoalitionfor
Injury Prevention, DelawareOfficeof EmergencyMedical Services, andthe
Division of Public Health

• DelawareansWithoutHealthInsurance,2004,Edward C. Ratledge, Center for
AppliedDemography & SurveyResearch,Universityof Delaware.

• DCSCFundingProposal,by theDelawareCaregiversSupportCoalition, May11,
2005

• InteragencyResourceManagement Committee,2005AnnualReport,Delaware
Departmentof Education

• DelawareEmergencyMedicalServices Oversight Council2004AnnualReport,
Departmentof Safety and HomelandSecurity,Office of EmergencyMedical
Service
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